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there is a dosage form 
of “Compazine’ 


for every hospital need 


Concentrate?, 10 mg.|cc. (available to hospitals only)—convenient 
liquid form for those patients who “cheek” tablets; for those patients 
who refuse oral medication it can be easily disguised by mixing with 


liquid or semisolid foods. 


Tablets, 5 mg., 10 mg. and (primarily for use in psychiatry) 25 mg. 
—for convenient manipulation of dosage. 


Spansulet capsulest, IO mg., I5 mg., 30 mg. and (primarily for 
use in psychiatry) 75 mg.—for convenient all-day or all-night 
therapeutic effect with a single oral dose. 


Ampulst, 2 cc. (§ mg./cc.)—for immediate control of disturbed 
patients. 


Multiple dose vialst, 10 cc. (5 mg./cc.)—for greater economy, 
convenience and flexibility of doses. 


Suppositories, $ mg. and 25 mg.—when neither oral nor parenteral 
administration is feasible. 


Syrup, 5 mg./teaspoonful (5 cc.)—for the very young or very old. 


tSpecial Hospital Packages available to non-profit and government hospitals. 
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Smith Kline & French Laboratories, Philadelphia 


*T.M. Reg. U.S. Pat. Off. for prochlorperazine, S.K.F. 
+T.M. Reg. U.S. Pat. Off. for sustained release capsules, S.K.F. 
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THE MANY THREADS OF SERVICE 


Address delivered at the Tenth Mental Hospital Institute Banquet 


By Dr. FRANCIS J. GERTY 


President, American Psychiatric Association 


ow PresipENT of the American Psychiatric Association 
is expected to travel about the country and say some- 
thing that is stimulating eight or ten times a week—an 
impossible task! 

I wrote to Dr. Wittson asking for some advice about 
what I might say tonight, and he replied “Talk about the 
philosophy of teaching and learning in connection with 
the problems of training and service.” 

He pointed out that your first five plenary sessions 
were to be devoted to the problems of personnel, includ- 
ing the changing needs caused by changing concepts of 
patients’ needs. 

I have consented to talk on this subject but there 
are difficulties in the way. It is evident that the philoso- 
phy and basic ideals are often not easily related to current 
pressing needs. First we have to map hopefully the road 
to a land we have not yet discovered or explored sufh- 
ciently. Next we have to push against the jostling crowd 
which is trying to satisfy its own immediate needs, and 
manage somehow or other to command its attention, gain 
its trust, and to achieve its leadership. 

Dr. Simon put the matter very well when he spoke of 
conceptualization and implementation this morning. 
There is a gap which we must bridge between these two. 

Dr. Rome, in speaking of the changes in the world 
and the changes in its needs, drew attention sharply to 
the fact that special procedures and special remedies, no 
matter how well they may seem to fit some present need, 
do little to remedy general conditions. They may hasten 
the rate of change, then tend to become obsolete and 
reveal new needs. 

Much was said this morning about the effects of the 
fixed plan of organization, the impossibility of setting 
standards that will be a permanent expression of the 
epitome of standards, of the problems connected with 
the inspection and accreditation of hospitals, and of 
guarding the hospital’s place as an agency of the com- 
munity. 

The general idea was that people, their motivation and 
their training, have the most to do with meeting needs, 
and correcting bad conditions. 

Now Dr. Wittson suggests that we should summon the 
clouds of philosophy over the landscape and induce them 
to shower the rain of education, so that the crop of learn- 
ing will provide sustenance for the future. This is my 
assignment. 

I have never functioned as a rainmaker, and.my efforts 
may only serve to make you weep. I fear that they may 
have more to do with problems than solutions. I hope, 









however, that they will emphasize at least two ideas. 

Never in the history of our race have the community 
and the hospital been so close together as they are today, 
yet in view of the needs they should be closer. These 
two facts—the closeness and the need to be closer—have 
much to do with our current mental health problems. 
The closeness I speak of refers to all hospitals, most 
particularly to the general hospitals, but increasingly 
to special ones—including mental hospitals. 


Two REACTIONS toward the weak and the sick have al- 
ways been noted in man’s society; on the one hand, re- 
jection; on the other, loving acceptance of the task of 
giving aid and succor. 

Acceptance has rarely been loving and complete. It 
is of many degrees and shades, including much of rejec- 
tion, the constrained acceptance given by duty and tinc- 
tured by fear and guilt, and by the thought of service as 
a penance. The rejection tends to increase the chronicity 
of diseases and the inadequacy of remedies. 

Yet I would ask you to pause to think of the general 
hospitals of 1750 and 1850 from the time of John Hunter 
to that of Florence Nightingale. The private general 
hospital, as we know it, did not exist then. 

Some of you who are interested in the historical aspects 
of medicine have probably read of the history of St. 
Bartholemew’s Hospital, St. George’s Hospital, and other 
hospitals in London. You have learned of the terrible 
ordeal that patients in these hospitals passed through, 
especially in what were called the “cutting wards;” the 
awful conditions that existed in time of pestilence; the 
terrible procedure of cutting for the stone. These places 
were the ones to which the public did not willingly go. 
Our mental hospitals of the present day are really para- 
dises of treatment compared to what those hospitals were 
at that time. 

Now think of the general hospitals which dot the land 
today, and of their relations to the community today, as 
compared with the relations of those hospitals of two 
centuries ago, up until one century ago, and even well 
into the end of the 19th Century. And I am speaking of 
general hospitals. 

You note that today their location is often in the best 
places in the community. They are costly. They are of 
fine appearance. They enjoy community support and a 
very great measure of community use—sometimes, it is 
thought, more measure of this use than they really should. 

The effort to make facilities correspond to those of 
the community life are everywhere apparent. The general 
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hospitals have their shops, their restaurants, and every- 
thing else arranged to make them comfortable and pleas- 
ant. There is a free interchange with the community by 
visiting. A great variety of services is offered for outpati- 
ents and inpatients. The staff is derived from the com- 
munity. It is connected with the community by insurance, 
and now government support is to come for the great 
general hospitals. 

Some of the reasons for this close relationship are 
implicit in the description I have already given. They 
meet a need. The hospital is for the community, used by 
the community and is part of the community. Behind this 
is what the general hospital offers, based on the advances 
of medical science and art, advances that have totaled a 
very great deal since the day when the surgeons were 
barbers and the internists were metaphysicians. 

Turn your attention now to our special mental hospi- 
tals. Strengthening of community relationships is evi- 
dent here, too, but not yet to the point observed in the 
general hospitals. The reasons for the desirability of a 
close relationship are probably quite apparent to you. 

First, I think we should say something about the nature 
of mental illnesses. We have gone through a long series 
of changes with reference to our knowledge of their 
nature. In the memorials addressed to the State Legisla- 
tures of a century ago appealing for the establishment 
of mental hospitals, we spoke of a single disease that 
legislator and the general public would understand— 
insanity. Today we do not think of insanity as comprising 
mental illness. 

But we must in all fairness say that there have been 
fewer basic advances in medical knowledge in the treat- 
ment of mental diseases than in the treatment of some 
other conditions. Some of you, of course, may be inclined 
to debate this point with me, and I think the day will 
come when there will be no need to debate such a point. 
But at present, I think I must hold to the statement which 
I have made. 


Arntvpes have also kept the community and the hos- 
pital from being as close as they should. Attitudes are 
very important things, even though the word is quite 
inadequate to express the dynamic nature of what I mean. 

Our attitude appears in our terminology, in the very 
names that we apply to our hospitals. Originally they 
were called asylums. They were called hospitals for the 
insane. Now they are state hospitals. 

The general public, too, reflects an attitude. In speak- 
ing of mental] illness, they still somewhat prefer the 
term “nervous breakdown” and many a patient will say 
to you, “Doctor, isn’t this nerves?” 

Again we have reflection of attitudes in the laws and 
the regulations which govern the operations of our hos- 
pitals. Here we inherit something from the past which 
makes it difficult, because we set these laws and regu- 
lations when we were somewhat inexperienced. 

In my own state of Illinois in 1851, the year the first 
state hospital was opened, a law was passed which per- 
mitted a husband to take his wife to the hospital for 
treatment without further legal procedure, merely on his 
application. Remember, this was in the day when women 
did not enjoy suffrage and were not eligible for public 


office. The legislators were thinking merely that Dorothea 
Lynde Dix had told them how the mental hospital would 
cure mental disease. Their thought was that access to the 
hospital should be made just as easy as possible. This was 
the reason for the law. 

Under this law a Mrs. E. P. W. Packard was admitted 
to the Illinois Asylum for the Insane at Jacksonville. 
Between 1864, when she was discharged after three years 
in the hospital, and 1875, she went from state to state 
causing repeal and revision of the statutes designed under 
the guidance of Dorothea Lynde Dix for the governance 
of hospital treatment for the mentally ill. This she did 
in the name of protection of personal liberty. We still 
are troubled in a very real way in our attempts to pro- 
vide prompt and adequate care for these sick persons by 
the all too stringent provisions of Mrs. Packard’s pet- 
sonal liberty statutes. 

Another reason for the separateness, the difficulty of 
uniting the community with the hospital in its work, 
is that of physical isolation. We used to think it well 
that patients with mental difficulty should be separated 
from the place where that mental difficulty began. 


However, the picture is not all bad. There are evi- 
dences of closer relationship developing. De-isolation is 
taking place. The changes in the approach to treatment 
have had much to do with this. One of the early signs 
of the beginning of the end of isolation was the establish- 
ment of the cottage plan toward the end of the last cen- 
tury. 

Another change which has been going on, which is 
really a return to the past, is the smaller hospital. Of 
late years we have been experimenting with the open 
hospital. At one time, too, the hospital community prided 
itself on its farm. Now the farms are going. All of these 
things represent a trend of the hospital returning toward 
the community. 

The means of treatment have improved also as far as 
particular remedies are concerned. At this point I must 
speak a word of caution as to generalizing the results 
of some special forms of treatment. There is a rather 
too easy inclination to believe that they will cure all 
mental illness. 

Attitudes, in short, have changed very considerably. 
This, I think, is demonstrated particularly by the growth 
of public interest in mental hospitals and the establish- 
ment of national and local mental health associations. 

Psychiatric community practice is helping to break 
down the barriers—so are research, the auxiliary pro 
fessions, and communications. 

If you grant that the original thesis has been estab- 
lished, the thesis that the mental hospitals, including 
state hospitals, are closer to the community than ever 
before, what should be the next few steps so that the 
hospital and the community operate together and func 
tion still more efficiently? 

This, more than is generally supposed, is more closely 
related to education and learning than it is to organi- 
zation and training. In other words, conceptualization 
with its aids, exploration, thought and experiment, must 
be given full scope before implementation and applica 
tion in training procedures. 
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Let us examine briefly some of the old ideas of organi- 
zation and training, and see what we think of them now. 
We may start with the state hospital itself. 

Its establishment was based on claims of knowledge as 
to how the disease “insanity” could be cured. We do 
not approach the matter in that way now. There is 
emphasis now on different treatments for differing mental 
illnesses. There is in this recognition that adequate 
diagnosis is a necessary preliminary for adequate treat- 
ment. I wonder how many of you who have finished 
your psychiatric training within the last fifteen years, 
have had much to do with hydrotherapy in a hospital? 
I well remember when Dr. Samuel Hamilton visited 
me at Cook County Psychopathic Hospital, and, noticing 
a top canvas over the hydrotherapy continuous bath tub, 
insisted that it be taken off because this was a means 
of restraining the patient. 

The shifting of the treatment burden to the state, I 
think, deserves some remark. It tended to separate the 
local community activities from those of the state in 
mental illness treatment from the beginning of the 
movement to establish state hospitals. 

This may seem to be meaningless to you. To me it is a 
thing of which I am very acutely aware. In Cook County 
in 1912 we had two institutions, a detention hospital, 
and an infirmary. The latter included the asylum for 
the insane. The local community, the county, took care 
of its mental patients. In 1912 there was a deal between 
the county authorities and the state authorities. While 
I dislike the word “deal” in this connection, it is proba- 
bly suitable here. The county agreed that it would give 
the land and the buildings of the infirmary to the state 
for a state hospital, if the state would agree to undertake 
the whole treatment of the mentally ill while the county 
would assume responsibility only for temporary detention 
of mental patients pending their trial in the county court 
to determine whether they should or should not be 
committed to the state hospital. 


Osviousty, this was a step in the wrong direction. We 
are now taking what I call the long way back through 
Federal support. I call it the long way back because 
taxes that are collected locally are routed to Washington 
and then redistributed to all parts of the country to help 
promote community services. It is the long way around, 
and in principle not the best way, but I think we must be 
very thankful that we have this indirect way back to the 
communities. Further, we should be thankful that it is 
so well administered by Dr. Robert H. Felix and Dr. 
Robert T. Hewitt of the United States Public Health 
Service. 

At the present time we are engaged in a conflict which 
has a bearing on the matter of community service as 
rendered by mental hospitals. I refer to some of the 
problems that have arisen between the A.P.A. Central 
Inspection Board and the Joint Commission on Accredi- 
tation of Hospitals. I shall touch on the matter a little 
later. 

These are only a few examples of organizational prob- 
lems and their possible solutions. Under each heading, 
more could be listed. All of the problems, I think, come 
from fixity of organization, fixity of standards, rule-books 
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administration, and what I might call drilling and train 
ing instead of thinking and learning. 

Let us consider philosophy and learning as it connects 
with this. 

Since I am on a philosophical expedition, I will give 
you my thoughts impressionistically. As I sit in my balk 
loon, floating in and out of philosophical clouds, trying 
to decide where to plant the ice seeds that will make 
the rain fall, I get a view of the landscape beneath. 


Tere ARE TOWNS and villages, farms, cities, and here 
and there state hospitals, their battlemented walls having 
fallen somewhat into a state of ruin. 

There are railroad tracks, not many interurban electric 
lines any more, a great many expensive hard roads every- 
where, with very few horses and buggies on them. 

Airplanes jet by me. My radio receiver picks up com 
mercials, and educational programs, and I can talk back 
to my ground crew. Television aerials stud the land. 
Everything seems to speak of interchange. 

The city reaches out into the country, and there are 
roof gardens of various kinds in the city. I cannot help 
but note that the state institution below me is a com- 
munity larger than many of the villages in the middle 
distance. : 

I cannot help but think that in the city there are 
also hospitals, some of them with patients who would 
certainly have been in the state hospital in other times, 

Then in the medical office buildings there are psychi- 
atrists doing psychotherapy—both the sitting and the lying 
down variety—all quite busy, too. There are medical 
schools buzzing with talk of total personality; outpatient 
clinics; psychologists, social workers, nurses, general prac 
titioners clamoring for short-cut psychiatric methods for 
the treatment of alcoholism and peptic ulcers, and law- 
makers deliberating on statutes, and a great déal else be- 
sides. 

In other words, there is much traffic and I cannot help 
but wonder how it is being directed, and what study is 
being given to the way it is directed, so that the people 
involved in it can get to their proper destinations as 
safely and as happily as possible. 

Conceptualization being my assignment, I shall try to 
assemble the observational and factual elements necessary 
for the purpose. 


Learninc will have to be based on these, and learning 
must precede teaching. At the end lies implementation. 
In the process, some organization of data is essential, 
but only when basic laws are discovered can data be fixed 
into a permanent pattern. 

I have discovered no basic laws, unless you will grant 
that the gathering of sufficient substantiated facts, and 
the relation of facts to one another, are important in 
determining the direction of action. I have, however, 
adopted certain conclusions as bases for further explora 
tion. 

The first is that we do not yet know enough about the 
nature of mental illnesses to justify us in a great many 
positive pronouncements as to causation and treatment 
We do have some hard-won knowledge. The lessons 
gained from this, even when they seem obvious, are not 
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always heeded. We must discover more, and we must be 
about that business of discovery. 

We should not crow too much about our last discovery 
that seems to us to scintillate. Fools’ gold is not gold. 

An expedient remedy may not be—usually is not—a 
good one for general use. We can mislead our strongest 
allies if we let them think that it is. 

It seems to me that we do not teach enough about these 
matters. They seem too negative, too pessimistic. How- 
ever, they are honest. 

-+am-merely-pieading for-open-mindedness- without ill- 
judged pursuit of false positions. 

I would ask you to think of some of the testimony that 
is given before Congress at times, when appropriations 
are sought. I think it is necessary that we change our 
attitudes somewhat if we are to have a solid foundation 
for what we may build. 

We will however, concede that methods which have 
been developed for the practical management of mental 
illness at this time provide evidence that can serve as a 
guide to the future. That is, much of what we have 
learned up to now really has reason. 


Att truest THiNcs which I have mentioned—need for 
more knowledge as to the nature of mental illnesses, 
open-mindedness, the development of empirical knowl- 
edge—I regard as necessary steps in the acquisition of 
more knowledge. I would like to suggest two other steps 
which would lead toward sound implementation, ~_— 
mentation which i 

Let me speak first of the mental hospital as a state 
institutional community, for the mental hospital is also 
a community. It was once much more regarded as a spe- 
cial unit-than it is now, a community that followed a 
vogue common in fields other than that of mental ill- 
ness. 

A hundred years ago, communities of various kinds 
were formed on principles—religious, social, racial and 
other criteria for identification. 

There were Amish communities, Moravian communi- 
ties, Mormon communities, the New Harmony, and a 
great many others. The country presented many examples. 

The mental hospital community was a very special one. 
The qualification for admission was insanity. The aim 
of operation was curability. 

The principle held as to causation was physical. The 
treatment employed was largely moral and isolational. 
The argument for state investment was economy. 

The claims—and with strong medical backing—were of 
95 per cent cure with early enough treatment, and we 
believed all this. 

The state hospital community has modified during the 
years like the other communities. But like most of them, 
the population has become larger. 

In the beginning, many of these mental communities 
were called asylums. At that time the hospital idea in 
general was not in the ascendant. The mentally ill were 
cared for in asylums and retreats. With the development 
of the hospital idea generally, they became more like 
hospitals. And today nearly all of them are called hos- 
Pitals. 

They are also communities—not family unit communi- 


ties, but communities based on an individual citizenship 
determined by the individual's possession of special ill- 
ness characteristics. They still remain hospitals, however. 

This brings me to a painful subject, that is, their 
accreditation as hospitals, and the attempt at reconcilia- 
tion of two seemingly irreconcilable views. 

I think most of you know that the Joint Commission 
on Accreditation of Hospitals offers a free service for the 
inspection of hospitals. Also, it inspects the mental hos- 
pitals on exactly the same basis and terms of examina- 


4tion.that it.inspects all other hospitals. The fact that 


the Joint Commission does not even include the services 
of a psychiatrist at any level seems to make no difference. 

Our A.P.A. Central Inspection Board and our own 
standards in the American Psychiatric Association go 
about inspection in a quite different way. 

Every community deserves a good hospital, good out- 
patient services, good medical visiting services, and good 
general living conditions. But the whole community need 
not be regarded as a hospital because a hospital is located 
in it. 

Accreditation of a general hospital for a city or town 
is not determined on the basis of the conditions in the 
total community it serves, but simply upon its own 
performance as a hospital; and if it has earned accredi- 
tation as a hospital, it will get it. 

My suggestion is that the Joint Commission on 
Accreditation of Hospitals might well inspect and ap- 
prove the actual medical services of that larger community 
which -~we ‘tait the-mentat hospital. Fhists ait that the 
Commission is really entitled to do. For a mental hospi- 
tal, such as we know it, the Joint Commission type of 
examination and accreditation is meaningless, unless it 
is limited to that part of the organization which has to 
do for its specialized community the same kind of work 
that a general hospital is supposed to do for the general 
community. 

My second suggested step, with its appended concepts, 
concerns the mental health services in the community, 
their kind and nature, their organization and use, with 
reference to community needs. 


Ix ORDER TO present my views on this I shall read from 
a report that I made two years ago at the request of the 
Texas Medical Society, and comment upon it. This was a 
further development of a report rendered over thirty 
years ago for the State of New Mexico. I do not know how 
fully any of the recommendations have been carried out 
in either place. 

You will find nothing really new in the concept that 
I shall advance. Its implementation, however, is extremely 
difficult. 

In other words, it is very hard to induce change when 
a fixed organization is already functioning even though 
it is functioning inefficiently. This is the quotation: 

“It is suggested that a state be regarded as being made 
up of several population segments. The conformation of 
these segments will change from time to time and are 
somewhat predictable on the basis of population and 
economic studies. 

“It will be necessary to start with the present popula- 
tion segments or_regions, and to consider what services 
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are currently available in them and what changes are 
necessary to effect improvement in each segment, with the 
intent of bringing the service level in all segments to 
the same standard of excellence eventually. 

“The pattern of the state hospital is a considerably 
familiar one. The maintenance of adequate treatment 
service for patients is the chief problem here. It has long 
been recognized that in hospitals where treatment is 
given in connection with training and research programs, 
the service is at a better level than in hospitals where 
this is not the case. However, opportunities for training 
and research are commonly at a minimum in state hospi- 
tals, which are overcrowded and understaffed. If the com- 
munity relationships are also poor, the hospital is in a 
bad state.” 

Let me explain the implications of this quotation. 

The remedy suggested was that, for each state hospital, 
there be at least one outpost in the general community 
which the hospital serves. This outpost should be a clinic 
and hospital of much smaller size than the state hospital 
itself, providing within its limitations inpatient and out- 
patient service to the community. 

The chief limitation should be size, because a small 
organization will permit good control of treatments and 
of training and research activities. 

The communication between the state hospital and the 
community clinic and hospital should be closely main- 
tained. On the other hand, the communication between 
the community clinic and hospital and the local com- 
munity and all of its community agencies and resources, 
should be of the strongest. 

Between the state hospital and the community outpost 
there should be free interchange of treatment service and 
the training and research programs, and even some rota- 
tion of key personnel, and most important of all, a unified 
supervision, under a single authority, in the person of 
a regional director or general superintendent of both 
facilities. 

The whole unit—as with all similar units in every place 
in the state—should operate under the direction of a 
state director with his subordinate chief in charge of 
medical services, training and research, as is the usual 
plan. 


Tue community cunic and hospital deserves a few 
words of description. It should resemble the psychiatric 
institutes or departments conducted by medical colleges. 
Medical education at the undergraduate and specialist 
levels cannot be conducted adequately unless there are 
such departments or institutes. 

However, the emphasis in these institutes is more on 
teaching and research, though treatment of a high order 
of excellence can be obtained in them. A considerable 
extension of their treatment service greatly impairs the 
control of teaching and research programs. The emphasis 
in a state-conducted community clinic and hospital should 
be on service to the community. The purpose of inclu- 
sion of training and research is only to improve service 
so that the service objective will not be minimized in 
importance. 

The supervision of the community clinic should be 
under the same administration that is responsible for the 
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state hospital. Invitation for participation should be 
extended to all of the teaching agencies and other insti. 
tutions, because this will reinforce the service program, 

It is preferable that sole dependence be not placed 
on the contributions of agencies other than the ones un- 
der the supervision of whatever board is responsible for 
the state hospital. 


Unpovsrenty, questions will arise as to the facilities 
and staffing of the community clinic and hospital. It 
should. be, located, where. people can.get. to..it, easily. It 
should have a full-time outpatient clinic and inpatient 
service of approximately 50 beds. It will require inpatient 
chiefs of service when in full operation. 

The community clinic and hospital should be heavily 
dependent on attending and consultant services, possibly 
on a fee basis, of psychiatrists and other physicians prac- 
ticing in the community, for the idea is to reinforce every 
community connection. 

For the training and research activities, a clinical di- 
rector should be provided. The service division should 
have the usual service personnel. The training division 
should supervise all types and levels of personnel train- 
ing. Assistance in this task will be required for psychia- 
try, psychology, social work and nursing. 

In the beginning, the director and assistants will proba- 
bly be sufficient in number to supervise the beginning 
of research activities. The local institutions can contrib 
ute to this. 

The chief mod#fication as far as the state hospital part 
of the unit is concerned, will be one of organizational 
lines of authority. While the state hospital, being a large 
institution, will need a separate superintendent, this is 
possibly not the case in a community clinic and hospital 
where a chief of service can function adequately. 

Some regional director over both institutions should 
be in the scene. His office may be in either place. 

Now, much more might be said about organization and 
lines of authority. There are evidences that something 
resembling this scheme is already in operation in some 
places. But in no state in this country is it in operation 
on a plan which permits a continuous and ready flow to- 
ward the state hospital and back from the state hospital, 
under the control, not of the local community, not chiefly 
of the state hospital itself, but located between the two, 
and effectively supervising the treatment and rehabilita- 
tion facilities of both. 

Furthermore, this agency should serve a very valuable 
function in providing inspection services and accredita- 
tion services of its own for the local community private 
services. 

Well, this is the best I have been able to do with the 
conceptualization and the implementation. You will have 
to search through the fabric of what I have said to find 
the philosophical problems of teaching and training. That 
is as it should be. 

In the whole field of service to the weak and the sick, 
the fabric that does not fall to pieces is interwoven 
with many threads—loving acceptance of the task of giv- 
ing aid and succor, together with the other threads of 
learning, of teaching, of research. Only if it has enough 
of all these threads will it serve the needs of humanity. 
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NEW CONCEPTS OF PERSONNEL 
Needs Are Changing 


New concepts of the environmental and therapeutic needs of patients call 
for new kinds of employees. There should also be revaluation of 
duties and possibly redistribution of existing personnel. 


Discussion Leader: Dr. HOWARD P. ROME 


HE PRESIDENTIAL ADDRESS delivered at the American 

Psychiatric Association’s annual meeting in May, 
1958, by Dr. Harry Solomon, has stirred comment 
throughout the country. Almost everyone concerned with 
mental hospital administration is familiar with the speech, 
which has since been published in the American Journal 
of Psychiatry (July 1958, Vol. 115, No. 1, pp. 1-9). In 
his discussion of personnel needs, Dr. Howard P. Rome 
referred to Dr. Solomon’s speech and commented wryly 
that it points up a need for a change of the baby and 
the bath water. But certainly, he said, the speech made 
it explicit that Dr. Solomon saw the conventional organ- 
ational structure of the conventional mental hospital 
in 114 years of effort as having become antiquated, out- 
moded, and obsolete. 

We are all agreed, Dr. Rome continued, that there is 
aneed for a place for the mentally ill and certain kinds 
of people to look after them. The question is, how can 
we do it most effectively and with what? 


Fi HAS been shown that an upgrading of patients can be 
achieved by social manipulation. It has been shown 
that the physical structure of a hospital, for example, 
determines not only the behavior of the patients but 
the behavior of the staff as well. And to an even greater 
degree, attitudes and communication among staff mem- 
bers affect the patients. 

When the expectation is that a patient will spend a 
short period of time in a hospital, there has to be social 
and community orientation on the part of the staff. In 
part, this is demonstrated by the creation of new jobs 
and new functions. Included are such developments 
as industrial counseling; greater liberality in prescribing 
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privileges; employment of persons who are convinced 
that restraint implies neglect; development of on-the-job 
training programs; establishment of outpatient clinics— 
to name only a few. 


Obviously, the more kinds of tasks taken on by those 
in hospitals, the more kinds of persons are needed to 
do them. Psychiatry has jumped over the walls of Dr. 
Solomon’s ancient hospitals. More than a quarter of 
a million annual admissions to psychiatric units in gen- 
eral hospitals are a testament to this. 


Ture is a growing tendency to think of functions first, 
and structure subsequently. So the old semi-permeable 
membrane which encased the mental hospital has been 
removed. Where the institutional functions stop and 
community functions begin is a real question. Who has 
the responsibility, for example, for staffing follow-up 
clinics? How far afield does the hospital's social worker 
go? Because if he goes too far, there is a need for more 
workers to do the many jobs that he leaves behind. 

If there is better staff communication, there has to 
be more time taken for staff meetings. In turn, more 
staff is needed to do what the staff group concludes has 
to be done. 

When a drug regimen is successful, a social orientation 
on the part of the staff is obligatory. More and different 
kinds of nurses and aides are required to help patients 
get out of the hospital than are needed to keep them in. 

Shortage of personnel is not a new topic for discussion. 
It is a perennial topic and the magnitude of need is well 
understood by all. Dr. Rome characterized further discus- 
sion of it as pseudo-masochistic, since it means little more 
than pouring salt into already painful wounds. What 
is new is a need to take a fresh look at the job to be 
done, how personnel we now have can be adapted to 
doing it, and what new skills can be recruited. 

The pendulum has swung too far, one doctor felt, 
in the uproar that has been raised about hospitals. In 
such discussions, the hospital is conceived of as a neces- 
sary evil. So extreme have attacks on the hospital be- 
come that it is actually presented as bad for the patient. 
Such attitudes have done great harm to the impetus, 
to the motivation of a hospital staff to do its job; to help 
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people deal with their emotional problems so they may 
return to the community in good time, whatever that 
time may be. It has gotten to the point where a patient 
is expected to be hospitalized on a sort of moving belt— 
in and out. 


W: SHOULD conceive of the hospital as a therapeutic 
community. It is a living situation where a patient 
can be helped to reestablish harmonious ways of liv- 
ing with himself and others. This he must do in a 
hospital because he needs a tolerant and understand- 
ing attitude. 

Scoring the current controversy the speaker concluded: 
“The attack on the hospital sounds as if hospitals were 
performing an evil. We know that no hospital can 
perform the job it should be doing; many perform 
poorly for various reasons. But if we try to solve the 
problem by saying they must not have the job, or 
that it is bad for the patient, we have created an at- 
mosphere that we will never get rid of. The hospital 
is made obsolete by our attitude toward it, which is 
conveyed to everyone who is working there.” 

“The boundary of the hospital does not end with 
the walls,” was a view voiced. “It ends, rather, with 
the area in which it is supposed to serve.” 

Imaginative use of personnel is called for. This 
means both familiar personnel, such as the psychiatric 
nurse, moving into community service; and not-so-tra- 
ditional people, such as the teacher, coming into the 
mental hospital. A further extension is the establish- 
ment of cooperative working arrangements with com- 
munity agencies which the patient may encounter on 
his return to the community. These would include 
such facilities as employment agencies, training institu- 
tions, social welfare groups, etc. 

In the opinion of some participants the new emphasis 
on returning the patient to the community is a cart 
before the horse proposition. There are not yet enough 
of the proper kinds of community facilities to make 
this feasible. Such facilities must first be provided, 
which of course means staffed, and there are not enough 
psychiatrists, psychologists, and social workers in the 
community, nor are there funds available for them. 

“Unfortunately the community is not well prepared 
to shoulder its responsibility to take care of patients 
who are well enough to be treated at home,” Dr. 
Tarumianz said. “Our job as commissioners and superin- 
tendents and staff members is not to rush and send all 
our patients to the community without proper facilities 
to guide them, direct them, and help them become re- 
habilitated to community life. I think that is one of the 
great mistakes we are making at this moment.” 

The number of patients returning home from mental 
hospitals has already increased greatly since 1945 from 
the pattern of the years before that. Before 1945, half 
the people subtracted from the rolls were deceased, 
a doctor said. Now twelve people leave a mental hos- 
pital to return home for every one who dies there. 
Personnel is already shifting because of the story these 
Statistics tell. 


Tue SUGGESTION was made that there are community 


14 





facilities which can be used for patient support, but 
they should be used by the patient while still hospital 


. ized as transitional experience. Such things as aptitude | 


testing and rehabilitation services offered by community 
agencies might be stepping stones. First tentative steps 
might include use of community recreation facilities, 
Of course, the hospital itself should be considered a 
community facility and there should be no artificial 
barriers between the two. 

An Indiana superintendent said his hospital has initi- 
ated a plan to have two chaplains come to the hospital 
for three months for part-time orientation, and ex- 
pects to expand the number to four. This will give 
them insight into mental] illness which they can use 
in their own home church in helping former patients. 

In the drive to enlist the skills of professional workers 
in the surrounding town, new emphasis is being put 
on the importance of including the general medical 
practitioner. Short term courses can be planned to 
equip them to take over many types of care. For ex- 
ample, geriatric patients may constitute from 30 
to 60 per cent of a hospital’s case load; G.P.’s have 
been. found of valuable assistance in a program. to get 
them well and discharged. 

The American Psychiatric Association’s standards for 
hospital personnel need revision, a hospital psychiatrist 
said. These standards, setting forth the number of 
physicians, social workers, psychologists and other per- 
sonnel in hospitals, have served as a measuring stick. 
The contention was they do not take recent develop- 
ments into account. For example, at present a large 
contingent of personnel is needed to train other per- 
sonnel. A hospital may have five social workers. If 
a training program develops as the result of community 
participation, one of these social workers must be 
subtracted from the total on the job. 

Agreeing that the standards are already obsolete, it 
was pointed out that the original idea was that they 
should be subject to continuing revisions. They were 
intended as temporary guide lines, a start. Now there 
is a need to develop new methods, new programs, per- 
haps assign personnel differently than when those stand- 
ards were written. The advent of the tranquilizing 
drugs, for instance, requires a look at what nurses are 
doing. Are they being used just to “push pills?” Are 
they really doing psychiatric nursing? 

These standards are not the only ones which should 
be continually subjected to revaluation, Dr. Rome said. 
The A.P.A. staff carries out many studies of this nature. 
Examples are the studies of the use of architectural 
space and hospital services that can be provided by 
volunteer workers. 


A SUPERINTENDENT declared that the most important 
person in a psychiatric hospital is a psychiatrist, 
and maintained, in the face of some argument, that 
he could hire all the psychiatrists he needed provided 
he had sufficient money. His statement was attacked 


on the grounds that there are only about ten thousand 
psychiatrists in the country, most of whom are not 
willing to do institutional work on a full-time basis. 
The only answer is to produce more psychiatrists, and 
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for that matter, more physicians of all kinds. Too many 
young people have no idea what to do to become a 
physician, and if anybody should be censured for the 
current shortage of generai physicians and psychiatrists, 
it is the institutions of higher learning. Some grass 
roots education is badly needed. 

Another method of handling the shortage of psy- 
chiatrists is to make better use of the physicians we 
already have—not only psychiatrists, but general prac- 
titioners too, some of whom might well give us much 
assistance in the care of the chronically ill and espe- 
cially the geriatric cases. Money alone will not soive 


the shortage problem. If we proceed on that basis, 
we shall simply be stealing from one another and no 
national remedy will be found. 

A layman concluded the discussion by saying that 
since it seems that we shall never have enough people 
—not only psychiatrists, but all the other personnel as 
well, it behooves us to put our minds to the job of 
utilizing all the people we have in the best possible 
manner. We should examine their goals, and assign 
them the jobs they can do best. Put psychiatrists to 
work doing psychiatry and being the leaders of the 
hospital teams. 


Organizing to Meet New Needs 


To run a truly therapeutic hospital, we must meet the needs of employees as 
well as patients. It is the responsibility of institutional management to 


recognize and meet the needs of today’s higher type of employee. 


Discussion Leader: Dr. HAROLD L. McPHEETERS 


HE EXISTENCE of new personnel needs was assumed 
T in this group without discussion; participants con- 
cerned themselves mainly with hospitals’ organizational 
pattern. Some felt the philosophy on which the organi- 
zational structure would be set should be the starting 
point, that philosophy being nothing more abstract 
than how the dollars and cents devoted to patient care 
can best be spent. 

Discussion Chairman Harold L. McPheeters, M.D., 
outlined a plan for reorganizing a mental hospital's 
table of organization. He saw such reorganization as 
inevitable in the trend away from custodial care to 
active treatmen: programs. Reorganization follows in 
the wake of the new philosophy. 

“In the days when the emphasis was on giving cus- 
todial care for a patient at eighty-nine cents a day, 
the emphasis was obviously not on treatment,” he 
said. “If you were going to operate your hospital on 
eighty-nine cents per person per day, you would have 
to do everything you could to save money. If it was a 
question of spending money to spray the bean crop, 
or hiring a psychiatrist, it was more economical to spray 
the bean crop, and that is where the money went. 

“I think a lot of this organizational structure and 
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attitude has been carried forward. Today we have a 
new philosophy of treatment in our mental hospitals, 
and I think our organizational plan must change, or 
the therapeutic personnel who are expected to carry 
on the new treatment program will be dissatisfied. If 
they become dissatisfied, they will leave. 

“Much of our problem lies in the kind of job we 
give people, rather than the money we pay them. Top 
level professional people want their role understood 
by top management. They want to be recognized by 
status, not just pay. They want to be used for therapy, 
not for administration, not to give custodial care, not 
just to keep patients busy. 

“Top level administration—the state commissioner, the 
hospital superintendent—must have this philosophy of 
treatment,” he said. “Then it must show up in or- 
ganizational patterns, in budget patterns, in administra- 
tive and clinical standards.” 


Dr. mecpneerers advocated the formulation of organi- 
zational charts, and strongly recommended that writ- 
ten descriptions of the qualifications, the roles and the 
relationships of each position on the organizational 
chart be duplicated and made available to other ad- 
ministrators. He pointed out that his own plan is now 
available in booklet form. When he first began to 
delve into the subject he wrote for all the information 
available from the A.P.A. Mental Hospital Service loan 
library and also corresponded with various hospitals. He 
discovered that only four or five state systems could 
provide written reference material of this sort. 

Dr. McPheeters believes that a split between adminis- 
trative authority and clinical authority is essential for 
any large hospital or hospital system. He said such 
a split has long been recognized in the general hospital, 
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and acceptance of this approach in the mental hospital 
is the order of the day. 

One can understand how present attitudes grew up. 
First of all, the medical staff in the mental hospital is 
in full time attendance. It is very easy, when the doctor 
is right there, to fall into the habit of going to him 
with administrative as well as clinical problems. 


Aso, as administrative positions have developed they 


have often been filled by business administrators, who 
are not necessarily trained hospital administrators. In 
many cases the jobs are held by old-time stewards, 
usually political appointees, whose entire emphasis is 
on business and economy. It is entirely understandable 
that clinical personnel might be highly resentful of any 
suggestion that they should report to such a person in 
the professional areas of their work. 

Under one such arrangement, Dr. McPheeters found 
a hospital’s clinical director, a trained psychiatrist, was 
spending seventy to seventy-five per cent of his time in 
administrative duties. As a psychiatrist, he resented this 
unsuitable use of his time. 

Under the reorganization plan, a trained lay hos- 
pital administrator has been employed. The psychia- 
trist can now devote his full time to his work as clini- 
cal director. Working with clinical department heads, 
he is busy developing and supervising programs for 
open wards, follow-up units, screening units, industrial 
therapy programs, and therapeutic programs to reduce 
the use of restraint and seclusion. 

The clinical director also works closely with the hos- 
pital administrator, especially when they are going 
into a new program or adjusting an old one. This 
keeps the administrator informed about what person- 
nel and material needs are anticipated, for it will be 
his job to fill these. 

All department heads—nursing, social work, psy- 
chology, industrial therapy, etc.—report for administra- 
tive direction to the administrator and for clinical di- 
rection to the clinical director. 

An organized personnel section takes over the task 
of recruitment and orientation of new employees to hos- 
pital policies. The new worker is given data on vacation 
leave, sick leave, policies relating to job rights, and in- 
formation about the hospital's physical facilities. Tech- 
nical information about social security, welfare programs, 
credit union, and recreation programs are included. 
Further, the personnel section conducts orientation 
courses for people not specifically assigned to therapy 
programs. These courses are designed to prepare them 
to work with patients, since patients work in industrial 
assignments in all areas of the hospital. 

Dr. McPheeters emphasized that although all of these 
services are provided by the personnel office, the pre- 
rogative of “hiring and firing’ remains with the de- 
partment head concerned. 

As to the question of whether the many adjunctive 
services such as rehabilitation, industrial therapy, vol- 
unteers, and chaplains, should be put in one over-all 
category with a director over all of them, Dr. McPheeters 
held out for separate department status for each. Fur- 
ther, he recommended that this status carry with it a 
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separate budget, however small, so that no one would 
be forced to beg for funds to meet small needs. 

“I grant you that if you give each of these departmental 
status, it spoils your administrative dictum that your 
span of control must be short, the number of person. 
nel reporting to you small,” he said. “But otherwise 
what happens is this: the occupational therapist, who 
is a professional person with a degree, says, ‘Here | 
am, second to a director who is on the same level with 
the director of nursing. And this is where I am hung 
on the ladder.’ 


“And, in such a hierarchy, you find the nursing de- 
partment head saying, ‘After all, occupational therapy 
is down the line from me in the organizational struc 
ture. Today is bath day. The patients will have to 
take baths, and not go to occupational therapy.’ ” 

Chairman McPheeters saw a need for a coordination of 
these various services to prevent such squabbles, but 
felt the solution to be a coordinating committee formed 
irom representatives of each. This would avoid such 
possible conflicts as a ward party planned for the same 
time as a film scheduled by the recreation department. 


The emergence of the importance of industrial therapy 
is another intra-hospital problem which has created 
questions of conflict of authority, particularly with oc- 
cupational therapists. If there is an industrial therapist 
and his responsibilities are clearly outlined, the whole 
program of industrial therapy is then divorced from oc- 
cupational therapy and the occupational therapist is 
free to carry out the professional tasks for which he 
was trained. The industrial therapist should be re- 
sponsible for the selection and supervision of work as- 
signments based on patients’ emotional needs, intel- 
lectua] limits, and physical abilities. He should also 
be involved in finding ways to give recognition and 
compensation, if any, to patients who work, arranging 
“privileges” for working patients, and handling any 
other administrative details necessary to make his pro- 
gram function smoothly within the hospital’s routine. 
Industrial therapy is primarily designed to teach patients 
habits of regularity, help them adapt to supervision, 
give them experience in working with fellow employ- 
ees, and require them to keep some sort of regular pro- 
duction schedule—in short, to help them become ac- 
customed to the sort of work habits they will need to 
hold a job. 


Seconp in command to the clinical director is a chief of 
medical staff, a psychiatrist, who reports directly on clini- 
cal matters. He has a similar direct contact with the hos- 
pital administrator on administrative matters and holds 
the some relationship to the physicians on his staff as a 
chief nurse does to nurses. Hospitals are operated on a 
unit system, the doctor in charge of each unit being re- 
sponsible for its total treatment program. 

Use of a unit system is, indeed, a drastic change from 
procedures in effect before reorganization. Formerly 
decisions on diagnosis, therapy, and discharge of a 
patient were made by a panel of doctors, possibly only 
one of whom was personally concerned with the patient's 
care. With both authority and responsibility, physicians 
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in charge of units have been liberated to put their med- 
ical knowledge into practice. 

Dr. William S. Simpson, Topeka, described how the 
state hospital there is organized on a unit system so 
that a 1300-bed hospital takes care of four sub-divisions 
of that number of patients. 

Of these four units, two are for women and two are 
for men. The essential feature is that all kinds of 
patients are admitted to both units. Patients are simply 
sorted by sex, not diagnosis. A unit may contain geriatric 
patients, acutely ill patients, infirm patients, and those 
returning from parole, to cite a few. Each section is 
headed by a section chief, who has full responsibility 
for it. Advantages are that the patient is always under 
the treatment of the same therapeutic team. The staff 
is kept on its toes to deal with all types of illness, not 
becoming isolated in a sub-specialty of treatment. This 
also makes recruitment easier, since no one draws as- 
signments limited to distasteful details. Dr. Simon com- 
mented that this design was essentially the same as 
that used in large army psychiatric centers in World 
War II. 

Reorganization of mental hospitals should take its 
cue from the lessons taught by general hospitals, Dr. 
Tarumianz reiterated. (He spoke out at other sessions 
on this theme.) Essentially this demands a different 
treatment approach for the acutely ill patient and the 
sub-acutely ill patient. 

“It behooves us to demand that we give our patients 
the identical intensive treatment that the patients in 
general hospitals receive at a cost of fifteen or twenty 
dollars a day,” Dr. Tarumianz said. 

“Taxpayers can afford to spend fifteen or twenty 
dollars if only twenty per cent of patients now in state 
hospitals receive such treatment. But they will be bank- 
rupt in no time if you demand they spend for 750,000 
people the same amount as is spent for the acutely ill. 

“My plea is this: The A.P.A. can start to work toward 
the kind of separation which general hospitals have al- 
ready accomplished only by a separation of the acutely 
ill from the chronically ill.” 

Dr. Harry Solomon reminded the group that large in- 
stitutions carry a very great number of individuals who 
are not getting anything which, in the ordinary parlance 
of medicine, could be called treatment. Perhaps two or 
three thousand patients are cared for by a staff of ten 
physicians or less. This calls for facing the fact that if 
any intensive treatment is to be given, some hard-boiled 
decisions must be made in terms of the chronic, long- 
term patients for whom we are doing very little. So 
he felt reorganization should be “not in regard to the 
details and the organizational charts, but the general 
philosophy of what the hospital is to stand for.” 

A California doctor agreed that the general practi- 
tioner and specialists other than psychiatrists, given some 
understanding of the problem, could perhaps take 
care of 40, 50, or 60 per cent of the patients outside 
the hospital. 

But he reacted strongly to what he considered an im- 
plication that public mental hospitals should “lock 
their doors to what could be considered hopeless and 
chronic patients, without any real investigation of wheth- 


er they are in fact hopeless or chronic. Who is to de- 
cide?” 

Dr. Tarumianz felt this comment implied that his 
suggestion, and those of Dr. Solomon, had been mis- 
construed. He did not recommend that words like 
“incurable” be used. The simple political fact is the 
states cannot afford to pay twenty dollars a day for 
treatment of the chronically ill. But sort out the chron- 
ically ill and care for them in county homes, private 
nursing homes, or some other system providing ade- 
quate supervision, and you will be able to treat and 
discharge the patients who can be reached by psychiatric 
techniques. This would bring about only the dichotomy 
of patient classification—acute and sub-acute—enforced 
by general hospitals for fifty years. 

Neither is it suggested that the long-term patient be 
written off as incurable. Such patients would still be 
carried in regimes where all known medical knowledge 
would be applied to each case, but it would be a 
different type of medical care than that practiced in 
the mental hospital giving intensive psychiatric treat- 
ment. 


Canapa has already taken some steps in this direction, 
it was pointed out. In Nova Scotia, so-called chronic 
cases are transferred to what are designated as county 
homes. These homes are surveyed regularly by the 
mental hospital staff to ascertain if patients there can 
be discharged to their own homes or if their condi- 
tion has changed in any way that would now make psy- 
chiatric treatment effective. In the latter case, they are 
transferred back to the mental hospital. 

The Province of Saskatchewan has a plan for 300-bed 
hospitals for every population unit of 60,000 people. 
These would be for treatment of acute cases, with the 
patient directed homeward—if not to his own home, 
then to a foster home or supervised boarding home. The 
hospitals “will not be cesspools of chronic patients.” 

Dr. Beckenstein suggested pilot projects be established 
to demonstrate the feasibility of care for chronic and 
acute cases. This technique proved effective in establish- 
ing intensive treatment units in New York State. Ef- 
ficacy was first demonstrated in four hospitals, and then 
funds were secured for such units in all institutions in 
the state. 

Dr. Granville Jones summed up the discussion by 
pointing out that, “we are operating in an increasingly 
tight manpower situation, and I think we have to re- 
examine and revaluate the functions we assign to the 
various personnel that we can get our hands on . 
we should never use a highly trained person to do any- 
thing that a lesser person can do. . . . We must learn to 
use our people in a different way than we would like 
to use them. The trend today is toward automation, 
delegation and mass production techniques, and I think 
we can apply this to psychiatry without too much difh- 
culty. After all, the human organism does have an in- 
herent capacity for getting well if we as doctors and 
hospital administrators do not create situations which pre- 
vent the patient from getting well. We ought to be en- 
gaged in creating optimum conditions so that the person 
can get well!” 
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TRAINING OF WARD PERSONNEL 


We depend to a large extent on ward personnel to help create the therapeutic 


atmosphere we require. 


Because their function is no longer largely 


custodial, they must be trained to take a more active part 
in bringing about improved treatment of patients. 


Discussion Leaders: 


A“ OF THE so-called revolutionary new approaches to 
treatment in mental hospitals—remotivation, reso- 
cialization, therapeutic use of self—require that ward 
personnel become more potent forces in helping patients 
get well. New drug», making the patient more accessible 
to treatment, have been largely responsible for the present 
emergence of this school of thought, though some see it 
as an evolutionary development at least ten years old. 

As a nurse put it, though, you can’t just say, “Hocus- 
pocus. Yesterday you were custodial personnel, today you 
have a therapeutic function.” 

Just how therapeutic can an aide get? Theoretical dis- 
cussions can elevate this assignment to something on a 
professional par with the nurse or even the psychiatrist. 
They can also evoke some dour comments about what 
the aide-in-being really does. 

Many professional groups are making exploratory ef- 
forts to devise training that will enhance the usefulness 
of the ward aide, and progress was reported in several 
areas. Provocative questions still being raised are: Is this 
training just a device to improve personnel status or is it 
truly training to improve the care of patients?, Will these 
trained aides simply move into administrative echelons 
away from patient care and so give rise to the complaint, 
“No one is left on the ward,” just as advanced training 
for nurses brought forth the comment, “No one is left 
at the bedside”? 

One skeptic said: “I have had attendants complain to 
me about this and say, ‘Look, you are paying us $162 a 


Participants: Dr. Freeman H. Adams, Calif.; Dr. Al- 
fred K. Baur, Mo.; Dr. Nathan Beckenstein, N.Y.; 
Helen R. Edgar, R.N., Pa.; Dr. George A. Elliott, 
Mass.; Richard Elwell, R.N., D.C.; Dr. Robert S. Gar- 
ber, N.J.; Mrs. Helen Graves, Wash.; Alice Herzig, 
R.N., Tex.; Dr. John Houck, Conn.; Dr. Granville L. 
Jones, Ark.; May M. Kennedy, R.N., N.J.; Josephine I. 
Lamb, R.N., Tex.; Miss Talmage H. Lewis, Ky.; 
Helen B. Linehan, R.N., Mich; Dr. Harold L. Mc- 
Pheeters, Ky.; Dr. J. M. Mosier, Ind.; Martina Nelson, 
R.N., Mo.; Dr. Thelma V. Owen, W.Va.; Mr. Vernay 
N. Reindollar, Ind.; Dr. G. Lee Sandritter, Wash.; Mrs. 
Anna T. Scruggs, Okla.; Dr. J. B. Smith, Alaska; Dr. 
George S. Stevenson, N.Y.; Ethel Strueben, R.N., N.Y.; 
Dr. M. A. Tarumianz, Del.; Mr. M. A. Thompson, 
Ind. 








Miss TIRZAH M. MORGAN, R.N. 
Miss MARTHA GIBSON 


month. The old idea was that you sat on a rocking chair, 
and as long as you kept everybody quiet and had no 
trouble, you went home at the end of your shift. You took 
care of the ward, kept it clean, ran a nice clean institu. 
tion. And that was the basic job.’ 

“But now all of a sudden we want each one of them 
to be an individual therapist. Whom are we going to get 
to do what needs to be done? Who is going to take pa 
tients to X-ray, to the lavatory? Who is going to see that 
the bathrooms are clean? Who is going to perform the 
many other functions the attendant now performs? 

“I question how far we can go to make people at the 
usual educational level of attendants experts in the nu 
ances and finesse of personality dynamics.” 


Ix A GROUP representing as many varied hospital organ- 
izations as this one—people from private hospitals, large 
Federal installations, the small and the large state hos 
pital—explosive comments were bound to be offered on 
the issue. One thing was clear: the prototype of the aide 
to be trained was not the same in everyone’s mind. One 
speaker described an aide as a fellow whose idea of getting 
cooperation was to call to a patient, “Hey, Joe, come up 
here and clean the bathroom.” 

A discussion leader, Martha Gibson, herself an aide, 
commented that effective aide training would teach how 
much could be accomplished in inter-personal relation- 
ships while the aide is cleaning the bathroom with the 
patient, while he is taking the patient to X-ray, while 
they are doing these and other things together. You don’t 
call the patient in and say, “Clean the bathroom.” You 
don’t say to the patient, “Clean the windows.” You do 
these things with the patient. 

An ambitious plan for training the ward psychiatric 
aide was presented by the co-chairman of the topic, 
Tirzah M. Morgan, a nurse. First, there must be a careful 
screening of personnel accepted for training. The func 
tions they will perform when trained must be defined. 
Seeing it as impossible to completely separate the other 
duties of the aide from nursing duties, Miss Morgan 
heartily recommended training in nursing skills. 

“We would hope to develop an understanding that 
caring for the patient's physical needs is an essential 
aspect of psychiatric nursing care, and that the physical 
and psychological aspects of nursing care are interrelated. 
The aide must be taught to develop skills which will 
enable him to make and communicate to other staff mem 
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bers accurate observations on patients’ behavior. 

Other recommendations encompassed academic famil- 
iarity with psychology of the individual, physiological 
aspects of nursing, and specific problems of administra- 
tion on a psychiatric ward. Classroom instruction would 
be supplemented by practice in clinical areas where 
academic theories would be practiced by the student 
under the supervision of clinical personnel. The total 
training program would be under the leadership of pro- 
fessional nurses but Miss Morgan expressed hope that 
before too long aides will be able to carry at least part 
of the training. 

Mrs. Gibson lit a time fuse when she said in her 
speech: “Due to the shortage of nurses, the aide is gen- 
erally expected to give medications. It is very important 
that he be familiar with the preparation, administration, 
and the expected effects as well as the toxic effects of the 
drugs commonly used in the mental hospitals.” 

This fuse exploded as soon as Dr. Tarumianz was able 
to get the floor. “I wish to state that you are on very 
dangerous ground when you make a statement that 
psychiatric aides may administer drugs . . . One of the 
things that the American Medical Association is demand- 
ing in the inspection of hospitals is that under no cir- 
cumstances will anyone who is not a trained, registered, 
licensed nurse, administer drugs . . . One of their objec- 
tives is to have the (mental) hospitals comply with the 
same principles as the general hospital, where no one 
can administer drugs, regardless of how well they are 
trained in psychiatric work, unless they are registered, 
licensed nurses.” (See Hospital Accreditation References, 
A.H.A., p. 131). 

The apparent implication that mental and general 
hospitals must operate in the same way did not mirror 
the views of everyone present. Legal or not, medically 
approved or not, in many hospitals aides are handing out 
pills to patients. One defense is that the patients are 
given medicine to take without supervision when they 
go home. Isn't the supervision they get on the ward much 
better than this? 


Ove DOCTOR from an institution for epileptics said aides 
there not only give oral medication but administer intra- 
muscular injections, such as penicillin and insulin. He 
saw no difference in this procedure and that of parents 
giving medicine to their children. Dr. Tarumianz re- 
joined that this was contrary to all the principles of medi- 
cine, a violation of the law pertaining to the practice 
of medicine. He saw it as a serious matter, one which 
might be a matter of life and death. 

This was not the only time in the course of the Insti- 
tute that candor called forth testimony that since the 
advent of tranquilizers, dispensing of medication by 
personnel other than nurses has become widespread. A 
common justification is that there are not enough nurses 
to do more than supervise. 

Miss Morgan questioned whether all aspects of a men- 
tal hospital should be looked at in the same light as a 
general hospital. Wasn't the parallel more true in some 
types of care than others, and wasn’t the mental hospital 
making a mistake in not training different staff members 
for care of different types of patients? Does the aide or 


nurse need the same kind of training to work in the acute 
area as in the self-care area? Hadn't lack of analyzing this 
question led to the lump designation of custodial care? 
She cited the general hospital's recovery room, which is 
staffed by specially trained nurses, and suggested similar 
specialization in the care of psychiatric patients. 

Mrs. Gibson was asked how long she believed a pro- 
gram such as she outlined would require. She replied the 
plan would call for a year’s training, primarily in the 
teaching area on the clinical wards. The number of 
students able to be accommodated would depend on the 
number of clinical supervisors available but not more 
than four or five students should be working in a clinical 
area at any one time. Classroom attendance might be 
larger, though perhaps ten, twelve, or fifteen students 
would be the ideal number to insure free discussions. 


* Remorivatiox,” a word put into the glossary of psychi- 
atric aides through the recent efforts of the Smith Kline 
and French Foundation’s joint project with the Amer- 
ican Psychiatric Association, is arousing increasing inter- 
est among administrators. Essentially this is a new 
technique of training ward personnel to stir patients to 
communicate their thoughts and feelings freely. A movie 
has been produced showing how simple subjects lend 
themselves to situations which draw patients out, and a 
team of leaders is available to present the training pro- 
gram at hospitals. In October, this team had visited nine 
states and presented the idea to 179 ward workers. Thirty- 
nine states have asked to participate, and will have been 
visited by the team by May. Another team is in training 
to meet the burgeoning requests for this help. Comments 
from hospitals already visited are enthusiastic. 

Dr. Granville Jones reported that a round table on 
training of psychiatric aides produced some stimulating 
ideas at the 1957 Annual Meeting of the A.P.A. For one 
thing, a beginning was made on establishing guide lines 
of what a standard training curriculum should encom- 
pass. As thinking on this is shared and common agree- 
ment reached, the A.P.A.’s Committee on Psychiatric 
Nursing hopes to present a plan acceptable to all. One 
thing this would mean is that reciprocity would be pos- 
sible between states since, for instance, an aide trained 
in one state would meet standards in another. 

Actually a curriculum of this sort already exists. A 
working committee from the National League for Nurs- 
ing issued a publication on the subject a few years ago. 
However, realists of that time were appalled at it, feeling 
its recommendations were grandiose. In the present era, 
the trend is to think more and more in terms of the 
specialized training for ward personnel that this report 


| READERS’ FORUM 


In the January issue of Mental Hospitals under 
the Readers’ Forum Dr. Lucy D. Ozarin was errone- 
ously given the title of “Director of the H.E.W. 
Regional Office, Kansas City, Mo.” Dr. Ozarin has 
_ requested us to correct this error. Her present title 
is, of course, Chief of the Mental Health Section, 
U.S.P.H.S. Regional Office, D.H.E.W., Region VI, 
Kansas City. Our apologies to Dr. Ozarin. 
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so 


recommends. Dr. Jones suggested taking a second look 
at this document. 

A pilot project to train teachers of psychiatric aides is 
now being conducted in Arkansas, North Carolina, South 
Carolina, and Tennessee by a combined committee of 
the A.P.A. and the National League for Nursing.* Semi- 
nars are held for nurses from state hospitals, private 
hospitals, Veterans Administration hospitals, and uni- 
versity hospitals. The course content stresses basic prin- 
ciples of psychiatric nursing—for many nurses have not 
had advanced work in this specialty—and techniques of 
teaching. It is intended to equip nurses to teach aides to 
use new skills in relating to patients. Ten days of inten- 
sive training are given and regional and local commit- 
tees, in which the psychiatric aides participate, are 
formed to evaluate and follow up on the project. Com- 
ments from nurses and aides indicate they feel this 
effort has been very useful. 

Miss Ethel Strueben of the American Nursing Associa- 
tion said that in view of the comments about general 
hospitals and mental hospitals, a recent review of nursing 
functions might be of interest. Nurses surveying the 
psychiatric setting came up with the consensus that basi- 
cally, all functions of the nurse are the same whether in 
the general hospital or the psychiatric hospital. 

A psychiatric nursing specialist from the Veterans Ad- 
ministration, Mr. Richard Elwell, made a plea for in- 
service, ongoing training for the professional nurse. He 
feels such training has been conspicuously lacking. Speak- 
ing of the increased emphasis on specialized training for 
ward personnel, he said the Veterans Administration is 
releasing a new classification standard for non-supervisory 
aides, nursing assistants as they are called, which will 
raise their starting salary to the level of the starting 
salary for the professional nurse. 


Severat individual efforts of hospitals and state systems 
to encourage training were cited. One psychiatrist sug- 
gested that constant guidance from staft psychiatrists 
will always be necessary lest methods taught aides become 
a ritual in themselves. He stressed the importance of 
continuing staff sessions between doctor and aides to give 
help as problems develop and steer aides away from the 
pitfalls of “interpretation.’’ One hospital established a 
week's training program for all personnel by the expedi- 
ent of having one-fifth of the staff go to the course one 
day during the week. It was hard to convince some de- 
partment heads they could function one day with four- 
fifths of their regular personnel, but they found it could 
be done. New Jersey, spurred by the Mental Health As- 
sociation, selected five psychiatric aides three years ago 
and paid full salary for half-time work to enable the aides 
to take a two-year training course at a school of nursing 
leading to an R.N. degree. 

Actually what all this training boils down to, a seasoned 
hospital man said, is teaching attendants how to encour- 
age patients to come in contact with reality. He added a 
hilarious note to the controversy on methods by telling 
of an incident which occurred shortly after the open door 
policy was put into effect at his hospital. 


* MENTAL Hospirats, Vol. 9, No. 6. June 1958, p. 29. 
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“We had one patient who had been in the hospital for 
many years. When we first unlocked the ward he went 
out of the hospital. Later that night we got a telephone 
call from him. ‘Doc,’ he said, ‘come and get me.’ 

“He decided, he told us when he got back, to walk 
away from the hospital because he had saved five dollars. 
He thought he would go down town and have a good 
time. He went down town. He said, ‘Doc, 1 went into the 
subway. Gee, it’s a fifteen-cent fare. When I was outside 
it was a nickel.’ He decided that prices had gone up 
considerably. He went to the Borough Hail section of 
Brooklyn, and there he went in to see a show, but it was 
a dollar sixty-five. ‘It used to be thirty cents,’ he said. 
‘There again,’ he continued, ‘I figured prices had gone 
up. But when I got out of the show I went to a restaurant 
to have a bite to eat. But, gee, a hot pastrami sandwich 
cost eighty cents. And coffee is ten cents. A piece of pie is 
a quarter. Doc, I decided you were right. I shouldn't try 
to go out in the community until I am ready and know 
something about it. Then I went to call you and tell you 
this, and it cost a dime instead of a nickel!” 


Dr. JOHN H. HOUCK summed it up this way: 

“It seems to me that what many of us have tried to say 
in different ways is essentially the same thing. We are 
aiming to achieve with psychiatric aides as much as we 
can to help patients. 

“It is important, I think, that we should not forget 
this in our preoccupation with techniques. The truth is 
that the majority of patients in our mental institutions 
do not require intensive psychotherapy. They do not 
require the services of sociologists, of psychologists, of 
psychiatrists nearly so much as they require warm, gen- 
uine interest and attention from someone who thinks it 
is worthwhile to give them this kind of interest and 
attention. 

“I think sometimes we take attendants who are anx- 
ious to do this kind of thing and, in our efforts to help 
them function well, we try to make them something they 
are not, something they really do not want to be: psycho- 
therapists. 

“You don’t have to understand very much about 
psychodynamics to be interested in somebody. You don’t 
have to know very much about the psychiatric implica- 
tions of illness to care about the way a patient looks, or 
make sure he has a toothbrush with which to brush his 
teeth. 


“If our aides are to function at their best in this 
kind of role, it seems to me important that we should 
train them, certainly, but also that we should encourage 
them to function within this milieu as well as they can, 
to be warm human beings. And, incidentally, to have 
ideas of their own. 

“Sometimes people get into our mental hospital struc 
ture and they learn so quickly all the things you are not 
allowed to do and all the things which are impossible to 
do that they lose their individuality, their initiative, and 
sometimes their interest. It is true that we need organiza- 
tion. It is true that we need as much training as we can 
give people. But we must not lose sight of the fact that 
we need people talking to people as much as we need 
anything else.” 
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Full Utilization of Ancillary Personnel 


The patient’s world is no longer limited to the ward. It is therefore manda- 
tory that full utilization be made of skills of all ancillary therapists. 


Discussion Leaders: 


— WANTS to be considered ancillary. The word 
has connotations of servility to many people. Psychol- 
ogists, social workers, and nurses on the mental hospital 
team were quick to show their pique at a discussion of 
a topic which gave them such a designation. Other 
personnel, too, are showing on increasing tendency to 
form special groups, and this specialization raises issues 
of prestige. The concept of the therapy team has be- 
come such a fetish that no one is willing to be considered 
non-essential on it. This feeling of essentiality precludes 
acceptance of a designation of “ancillary.” It raises the 
spector of autocracy. 

A marathon debate on the use of the word was avoided 
by a psychiatrist, whose common-sense view was that 
everyone has a job to do and should do it. 

“I am a practicing physician, psychiatrist, by trade,” 
he said. “I cannot feel that in the treatment of patients 
I should care to be labeled as either democratic or auto- 
cratic. I do think it is the physician that treats the 
patients, and not the hospital. I do not propose to tell 
people in other fields how they should do their jobs. 
I do not propose to tell the dietitian how to construct 
a diet, or the psychologist how to do his job. Nor, on 
the other hand, do I propose to call for a vote among 
personnel as to how I should do mine.” 


Axorner PERENNIAL bit of verbiage was also cut out of 
the text when an argument arose over who actually 
does therapy. The psychologist? The social worker? 
Are we reaching the point of absurdity, where, as some- 
one observed, we should put white coats on the plumbers 
because so much emphasis is being put on the therapeutic 
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role of everyone in the hospital? The following com- 
ments stopped such fruitless discussion, and led to freer 
use of the word “therapy” without implications that the 
psychiatrist's special skills were implied: 


: 
“U SE OF THE TERMS ‘therapy’ and ‘therapist’ can be 
carried from the merely ridiculous to the simply phe- 
nomenally ridiculous very easily,” a doctor observed. 
“Having voiced my opinion on the term, therapy, I 
would like to speak about group therapy. I will say 
that there is such a thing as group therapy, but there 
are also groups which are therapeutic. These do not 
need to be called group therapy.” 

He went on to give examples of groups that are ther- 
apeutic but are not necessarily group therapy: 

. a recreational director gets a group of patients 
together to plan a party, and holds a series of meetings 
to discuss it. This presents an opportunity to draw 
people out, to give them a chance to participate in 
something, to give them a feeling of belonging, a feeling 
of inter-action with other people. 

. a group is organized to discuss the problems pa- 
tients will encounter when they leave the hospital. 
Whether this is done by a vocational counselor, a nurse, 
or an occupational therapist, it may be therapeutic. 

“It seems to me that when we talk about therapy and 
therapists one of the troubles is that we start with an 
administrative context,” another superintendent said. 
“We hire a music therapist. We hire a recreation thera- 
pist. We hire some specialist. But in reality what we 
are attempting to hire is a specialist who uses a particular 
mode of inter-personal relationship. 

“This concept of rigid specialization becomes blended 
if you emphasize that their skills are simply the ones 
most comfortable for them to use in trying to help the 
patient. You focus on this goal, and not the particular 
specialist’s medium of communicating with the patient.” 

One of the discussion leaders, Dr. David Harris, saw 
the proper objective of the mental hospital as assisting 
patients by restoring their self-confidence, living effi- 
ciency, and social acceptance. The basic tools of effective 
hospital treatment have been altered little, and may be 
reduced to such terms as understanding, optimism, inter- 
est, and the intelligent use of a dedicated belief in the 
human dignity of the mentally ill. 

He saw little controversy about this, but said the 
additional challenge lies in the constant scrutiny of 
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treatment efficiency with the purpose of refining and 
sharpening the instruments for communicating to pa- 
tients an incentive to rebuild. We should look to recent 
developments which emphasize rehabilitation instead of 
institutional maintenance. Among these are remotiva- 
tion groups, relatives’ groups, and industrial therapy 
organizations. 

Viewing the many specialties that have come into the 
treatment picture, he saw the need for proper organ- 
ization of this mass of treatment forces lest it become 
so ponderous that it drag the patient along behind it 
rather than supporting the patient's own re-growth. 

He asked for a discussion of specific, technical infor- 
mation which should be disseminated, and a re-thinking 
of past practices. Is hydrotherapy dead? What realis- 
tic limitations should vocational rehabilitation impose? 
What are the benefits of research projects? Are we tend- 
ing to lean more toward therapeutic techniques that 
do not involve the patient-doctor relationship? 

Answering Dr. Harris’ question about hydrotherapy, 
several people expressed views on whether staff and 
facilities for this treatment are still essential. Among 
their comments were: 

“I have three hydrotherapy installations going to waste 
because doctors are not prescribing hydrotherapy for our 
patients now. I would like to transform these rooms into 
classrooms.” 

Dr. Harris rejoined that hydrotherapy is used at St. 
Elizabeths Hospital. The feeling there is that it has 
some definite benefit, though no certainty exists as ‘to 
how much. However, many people ask, “Why are you 
wasting your time with this?” 


Retatinc INFORMATION gleaned from visiting a Vet- 
erans Administration psychiatric hospital, a doctor said 
that six years ago there was an extremely well-equipped 
hydrotherapy section. The hospital was new at that 
time. It was soon well staffed, and carried out a full 
program of activities for patients. The staff found that 
as patients were treated as individuals and their needs 
met by an activities program, the need for hydrotherapy 
dropped. Finally, it gave way to another occupational 
unit. “It has been my experience in two hospitals that 
as you have the staff to treat patients and keep them 
meaningfully busy, you have less and less need for hydro- 
therapy,” the speaker concluded. 

This discussion called to mind how constantly new 
ideas have been brought forward, discussed, and tried 
in the decade of Institutes marked by this tenth meeting. 
The most recent ones saw discussions of open hospitals 
dominating conversations, and establishment of these 
brings many changes in assignment of personnel. When 
the patient’s world is no longer limited to the ward, 
skills of personnel must be re-examined, assignments 
shifted, new skills developed. 

If recent sessions have been historic because of their 
stimulation of interest in the open hospital, perhaps 
future researchers will note that this Institute marked 
the emergence of emphasis on remotivation and _ re- 
employment of mental hospital patients. 

Open hospitals, remotivation, re-employment—these 
things bring with them clusters of specialists and sub- 
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specialists. A roll call ot those contributing to getting 
a patignt well no longer reads doctor, nurse, ward at- 
tendant. The addition of the names of psychologist 
and social worker is a long accepted fact. The contri- 
butions of occupational therapist, chaplain, volunteer 
worker, recreational leader are acknowledged. Strong 
emphasis is now being put on the industrial therapist, 
the rehabilitation therapist. And, in addition, there is 
a growing list of sub-specialties, now numbering from 
thirty to thirty-five. Their multiplication is illustrated 
by recreational therapists. Where this was once a single 
category, many separate organized groups have sprung 
up. For example, we now have music therapists; and 
there are six therapy organizations that call themselves 
some form of rehabilitation. 

Most mental hospital administrators work in state 
hospital systems. Written job descriptions are the rule. 
Procedures are formalized, binding, and hard to change. 
The rise of these many specialists, all rapidly developing 
vested interests, is not without complications. 

“We run into a situation where an occupational ther- 
apist objects to being used as an industrial therapist,” 
a hospital director said. “We have to spend untold hours 
getting people together with these divergent therapies. 
Since all these people are, at least theoretically, working 
as therapists, isn’t it what they do in their inter-personal 
relationship with the patient that counts? If that is true, 
then the particular activity they carry out isn’t so im- 
portant, and I wonder if we don’t need fewer categories.” 

Another observer saw the rise of these various auxiliary 
disciplines this way: “Each one of these disciplines has 
an ostensible interest, and I won't question its  sin- 
cerity, in promoting the use of its particular activity 
for the benefit of mental patients. But also in most of 
them, not all, there is a craft guild situation involved 
which they are not going to give up very readily. It 
involves economies and gains and status and all sorts 
of things. It is a very complicated problem. All of the 
organizations formed by these specialities are reaching 
for a place in the sun.” 


Tue American Psychiatric Association's Committee on 
Rehabilitation is attempting to grapple with this prob- 
lem. Its chairman, Dr. Benjamin Simon, said that about 
two years ago an inter-disciplinary study group was 
formed comprised of national] representatives of these 
(about 35) various groups. Meetings are being held 
twice a year in an effort to sort out who should have 
what responsibilities in a mental hospital. 

Commenting on developments, he recalled that orig- 
inally a shortage of occupational therapists led to the 
training of ward attendants in similar skills. Professional 
O.T.’s fought bitterly against this development, main- 
taining no one should carry out such jobs except regis- 
tered occupational therapists. However, recently they 
have inaugurated a complete program for recognition 
of such auxiliary aides. The plan calls for specified train- 
ing and a title of “occupational therapy assistant.” 

In the small hospital, the psychiatrist is still able to 
meld and mix staff skills, even though more and more 
sub-specialties crop up. But in the larger hospital it is 
increasingly recognized that this proliferation of disci- 
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“ting | plines and emerging status demands special handling. activity in which ancillary personnel could and should 
‘d at- Donald C. Pritchard, the second discussion leader, told become more active is research. 
logist | how such coordination is effected in a Veterans Admin- A study made in Topeka, Kansas, by Washburn Uni- 
ontri- | istration installation. He is Coordinator of Physical versity explored the present status of coordinating ad- 
nteer } Medicine and Rehabilitation, a position which some junctive therapy and predicted special post-graduate 
trong } state hospitals call Director of Ancillary Services. Such training for coordinators, who will probably be drawn 
apist, | a person must have a working knowledge of the ancillary from the ranks of several groups: occupational therapy, 
ere is } services and the techniques used in the particular spe- recreational therapy, or others. The quality that will 
from | cialties involved. He should have the respect of members lead to their selection for such training will be a broad 
trated | of the medical staff and be able to make recommenda- understanding of the work, rather than knowledge of 
single | tions to them. His purpose is to assist the various serv- their own specialty. 
brung | ices toward a common objective in the patient treatment Another question emerging is how representatives of 
; and | program. In the latter stages of patients’ hospitalization, the increasing army of ancillary personnel can possibly 
selves he may assist in counseling and job placement. be included as a group in patient conferences. Recent 
years have seen new disciplines added constantly to this 
state M R. PRITCHARD saw medical leadership as crucial to the list and comments are now being voiced that member- 
rule, | success of any plan to make full utilization of auxiliary ship may number as high as thirty. The therapeutic 
lange. personnel, since the physician is the captain of the team. results are questionable. 
oping The support of top management is also vital. In the A plea was made for keeping a therapy unit small. 
VA, medical leadership comes from the ward physician, One doctor saw true therapy as dependent on free com- 
-ther- who initiates a therapy order sheet giving basic informa- munication between himself and the staff. “I believe 
upist,” tion about the patient, treatment methods, and objec- in spending a little time with each person, discussing 
hours | tives. To reverse the lines of communication, the thera- what he is doing, how he is doing it,” he said. “This 
‘apies. pist has progress notes and opportunities to discuss the is not with the idea of giving orders, but with the idea 
king patient’s reactions with the doctor. A statement of goals of clarifying mutual goals and securing the sort of work- 
rsonal or objectives for the patient is a “must” to guide ancil- ing integration that can promote a healthier hospital 
; true, lary personnel or they will flounder in their mode of environment. I don’t think it can be done by paper 
.o im- | treatment. In actual practice, Mr. Pritchard said, the schedules. It has to be done by people who know how 
pries.” therapy order sheet has become too routine to always to do it. 
cilisey be meaningful, but he supported the —___—__—_— —_——— ——_———_——— 
es has need for such instructions. | 
$s sin- Another administrative device be- | New Ro eless N lon Laund Ba 
Cctivity coming increasingly important is a p y ry g 
‘ost of time schedule. Otherwise, with the * a 
volved open door policy, patients will have Cuts Laundering Costs in Half! 
lv. It too much free and unsupervised time. - 
| sorts | Poor work habits will develop and S@fe, SELF-CLOSING ROPELESS NYLON BAG weighs 1/3 as 
of the prevent formulation of post-hospital h | ba dries in 3 mi 
aching plans. It is the opinion of many that RUC GS rege ar cotton gs re ries in 5 minutes . . . saves 
the partially privileged patient is in handlers time ...removes risk of accidents to patients! 
the most critical stage of his hospital- 
tee ON | ization. Idle time is an injustice and fia, ~7 
prob- hinders improvement. aA 
about The new appreciation of the im- f 
p was | portance of motivating the patient to 
these leave the hospital brings a companion 
, held appreciation of the large amount of 
L have |} time ancillary workers spend with the : : ree 
patient. They are in good position ‘ : 
t orig- to assess patients’ skills, encourage in- ss ; : mao i y fe 
to the | ceased competence, and promote the | Sts gaslyonta hamper oc chair Eliminates tying, untyin. or cutting 
ssional patient’s re-establishment in the com- or ties. Simplifies and speeds linen nylon construction takes more “wear 
main- munity. Important functions of the handling from bed to laundry. and tear” than any other bag! 
L regis: coordinator should be to instill mu- Available in a wide range of materials; colo: codings; and in standard 
y they ]} ual confidence between hospital staff or special hamper sizes. Ask your supplier to show you Hartford Co. 
ynition groups, prevent duplication of effort, Self-closing Ropeless Laundry Bags today, or write: . 
1 train- and develop methods of communica- 
% tion. Staff conferences, workshops, 
ible to and “brainstorming sessions” are a Khe HMartford Company 
| more niques being used. Inservice training | DESIGNERS AND MANUFACTURERS OF TEXTILE BAGS, LINERS AND ACCESSORIES 
al it is courses are frequently used, but could | oe ae ee ee ee 
f disci: § be expanded even more. A field of | 
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Recruiting and Retaining Personnel 


High personnel turnover is the single most wasteful factor in the hospital 
budget. Establishment of a well-staffed personnel division can greatly 
reduce this waste by effective recruitment, selection and orienta- 
tion, and by coordination of inservice training programs. 


Discussion Leaders: 


MoM‘ PSYCHIATRIC ADMINISTRATORS practice their poor- 
est psychiatry with their own personnel. Supposed 
to be experts in human relations, they are now turning 
to others to learn how to handle people, it was stated. 
One participant viewed this as ridiculous. Another said 
it was simply belated recognition that a psychiatrist's 
training is entirely patient-related, and deals with hand- 
ling people with emotional problems. To cope with ad- 
ministration and handle hospital staffs, he needs an 
entirely different orientation. 

In a session more given over to gloom and doom than 
reports of success, inservice training programs came in 
for commendation as one positive step that can be taken 
to raise the level of hospital personnel. Hospital super- 
intendents and assistant superintendents who have com- 
pleted special courses were enthusiastic about them. By 
various schemes to provide stipends and maintenance 
costs, hospital systems have sought to raise the educa- 
tional level and promote staff members of such varie- 
gated classes as nurses, social workers, therapists and 
recreational leaders, teachers, and administrative per- 
sonnel. . 

Most systems, state or city, try to tie moral strings to 
such training grants, stipulating the trainee return after 
training. Actually there is no known legal way to en- 
force compliance. Reports were that most people abide 
by their agreement to go back to the place underwriting 
the training costs. Most speakers were inclined to be 
tolerant of the exceptions, on the grounds that training 
programs contribute to better hospitals. The sticky 
question is whether too strong an obligation does not 
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result in an “indentured servant” status for the trainee. 

In large cities, the many opportunities for training 
mean that large numbers of the staff are enrolled in 
some classes in off-duty hours. With or without stipends, 
personnel will make an effort to take such courses when 
they see it leading to staff advancement. Educational 
institutions, in turn, have made an effort to understand 
the needs of mental hospitals and have shaped their 
courses to the benefit of the psychiatric institutions. 
This is true of schools of social work, schools of nursing, 
and universities training psychologists. 

Returning to their home hospital, recipients of sti- 
pends spread their knowledge by organizing further 
training courses for people under their supervision. 
Here the intellectual climate of the institution may nip 
some of their enthusiasm in the bud. If the participants’ 
free flow of ideas is dammed up by sharp comments, the 
program’s effectiveness ends at its beginning. Advanced 
training is important, but equally important is an ac 
ceptance of the free exchange of ideas. 

In considering how to fill staff positions (and with 
some very few exceptions most hospitals have this 
problem), the discussion broke down into a dichotomy 
of professional and non-professional staffs. In this case, 
“professional” refers primarily to medical staffs and team 
members such as nurses, social workers, psychiatrists, 
psychologists, and occupational therapists. This is not 
because of any tendency to “echelon thinking” and pro- 
fessional snobbery, but because of the difference in per- 
sonnel recruitment methods. 


For THE PROFESSIONS, recruitment channels are almost 
invariably professional societies, professional schools, 
and individual members of the profession. For other 
hospital staff members, be they aides, cooks, or sten- 
ographers, the source of supply is usually the local com- 
munity. In a rural community where the hospital has 
long been closely knit into the social fabric, you may 
find a high caliber of staff and minimum recruitment 
problems. In the same state, recruitment of similar staff 
categories in a large city may be a tremendous problem. 
In the small community, the hospital is often the chief 
place of employment. In the large city, the hospital 
competes with business and industry for its non-pro- 
fessional workers. 

The unpleasant truth is that only in hard times is 
it possible for many urban hospitals to find people to 
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fill the vacancies that occur on wards and supporting 
departments. When industry is bidding for workers, 
the salary schedule in mental hospitals means jobs go 
begging. When there is the slightest local recession, the 
job roster in the mental hospital may be full. 


In recruiting a professional staff, one consideration 
which is apt to tip the scales in a hospital's favor is 
opportunity for professional enrichment. Usually this 
means opportunity for educational training in the com- 
munity, though it may mean a chance to work with a 
particularly stimulating staff member. In one state, a 
lively research program was credited with drawing doctors 
to state hospitals. One man saw key staff members as his 
chief recruiters for their own category of personnel: 
psychiatrists, O.T.’s, social workers, and nurses. A per- 
sonnel director in a state system saw lack of definition 
of duties as a stumbling block to attracting psychologists 
to jobs. “I hear a lot of talk about the team,” he said, 
“but there is quite a bit of dissension on this team.” 

No optimism was expressed about future availability 
of any category of professional personnel. A typical 
comment was: “We might as well face the facts. There 
are not enough people to be had.” As for professional 
school graduates providing a new supply, comments 
varied from, “There are two jobs for every graduate,” 
to “There are six jobs for every graduate.” One estimate 
was that the supply of graduating psychiatrists would 
mean ten per state, certainly not enough to fill even 
the ranks of those retiring from the field. And beyond 
this, there is the certainty that many new graduates will 
not go into hospital jobs. 


Recrt ITMENT of part-time consultants was suggested 
as a possible answer to the shortage of professional 
people on the hospital staff. However, in rural areas 
such part-time employment may require paying the 
consultant both an hourly rate and some travel pay. 
Projected on an annual basis, this combined pay often 
exceeds the salaries of regular staff members, and thus 
poses a hazard to staff morale. To combat this, one 
hospital sets a ceiling on the amount of time for which 
any one part-time consultant will be employed. Another 
staff complaint is that part-time psychiatrists are usually 
given cases with a better prognosis. It is evident that 
administrators cannot afford to take a “Let them eat 
cake” approach to staff complaints, for the irritation 
may be severe enough to lead to resignations. 


Another thorny question is whether staff psychiatrists 
should take patients in private practice. On the credit 
side of the ledger are contentions that this is an excel- 
lent source of professional stimulation as well as addi- 
tional source of income, and it need not interfere with the 
man’s work at the institution. On the debit side is the fact 
that it sometimes does interfere. One institution dis- 
courages private practice, insisting that in any case 
patients cannot be treated on hospital property. The 
Veterans Administration has a policy that psychiatrists 
may not take private patients. However, one eminent 
psychiatrist said, “Any of us who fired everybody who 
wanted to do a little private work would soon deplete 
his staff and be all alone.” 

One fresh source mentioned for personnel recruitment 








7 HE FEBRUARY ISSUE Of MENTAL HOSPITALS, 
devoted to the proceedings of the Mental Hospital 
Institute, has become one of the traditions of the Men- 
tal Hospital Service. In addition to our regular cir- 
culation, now nearly 13,000, copies of this issue will be 
mailed to everybody who attended the Tenth Mental 
Hospital Institute in Kansas City last October. Our 
| special thanks this issue to Dr. F. J. O'Neill for acting 
| as Consultant Medical Editor; Marion Robinson for 
| Editorial Assistance; Roger Wolff for Illustrations. 
| I do not intend to comment at length upon the 
various ideas and opinions expressed by the partici- 
pants and contained in these substantive accounts of 
the meetings. Suffice it to say that one of the principal 
values of the Institutes is the airing of these various 
opinions and the free, and sometimes excited discus- 
_ sion of them. It is well to remember, however, that 
| the idea which this year seems radical may well be 
taken for granted next year, so swiftly are the currents 
of psychiatric thought flowing these days. 
I will have more to say about this matter of inter- 
| change of opinion next month. 


| Nore tere, MD, 


was part-time employment of school teachers in occu- 
pational therapy assignments. Summer employment of 
college students has also proved helpful. 

Intelligent use of a personnel officer was another rec- 
ommendation. The word “intelligent” was underscored 
as a result of one experience where such an officer was 
relegated to “pushing papers around.” One doctor re- 
ported “forty per cent more time to devote to patients” 
after assignment of a personnel assistant. 

Staff turn-over came in for its share of discussion. 
Some participants viewed it as a normal state of affairs. 
However, estimates of the definition of “normal” varied 
from 35 per cent to 12 per cent. Offered a magic wand 
which would reduce staff turn-over to zero, it is doubtful 
if there would be many takers. 

One doctor brought a chuckle by explaining his rea- 
son for thinking turn-over can be a healthy phenom- 
enon. Twenty new residents arrive each year at his 
hospital. Though so much constant change brings tur- 
moil in its wake, the stability of steady ward assignments 
would bring stagnation, he said. “Doctors can get so 
smart they can tell which patient can and cannot be 
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helped. And they don’t bother doing much for the 
people who can’t be helped.” He went on to say 
that with new staff you often find a so-called hopeless 
case leaving the hospital. “I think that one thing staff 
turn-over brings to the patient is renewed hope, renewed 
enthusiasm, and renewed activity.”” Of course, he added, 
there is a breaking point, where too much turn-over 
turns into a disaster. But some new blood is good for 
any institution. 


Wuere THE TRICKLE of personnel leaving a hospital has 
swelled to a stream, many administrators have estab- 
lished a system of “exit interviews’ to find out why. 
One finding reported in regard to psychiatrists was this: 
A man may come to a hospital to get some particular 
training from a staff member. Once this is obtained, 
salary becomes a paramount consideration and he moves 
on to a hospital or job offering more financial gain. A 
personnel man felt there was no really scientific evidence 
of “why,” and that the American Psychiatric Association 
should study this. 

Whether you really get the facts in an exit interview 
depends on the interviewer. To find the truth takes more 
skill than does screening for employment. When there 
is some depth to the talk, it becomes possible to spot 
internal situations which need correction. 

A constructive suggestion was offered by one _ par- 
ticipant who believes that shifting of personnel is 
often simply a concomitant of the shifting population 
and that many times spouses leave a particular area 
because husband or wife is going to take a job some- 
where else in the country. He suggested the losing 
hospital conduct an exit interview to recruit for the 
hospitals in communities to which its staff members 
are moving. The superintendent might send along a 
letter of introduction and also let other hospitals know 
when good workers are coming their way. ’ 

How do people on the staff feel about working in 
a mental hospital anyhow? Not everyone feels it is 
such a bad job. Those who feel it has the most 
prestige are those actively associated with therapy and 
administration. Where a hospital makes everyone feel 
his job contributes to getting the patient well, morale 
is high. Government jobs, butt of all those jokes about 
bureaucracy, are not universally viewed as lacking in 
prestige. There is some appreciation of them as pres- 
tige builders, and the thought was expressed that rais- 
ing standards here has meant better professional stand- 
ards elsewhere. 

Civil service merit systems, pride of many a state, 
merited a considerable amount of criticism. Despite 
some admitted advantages, the fact is that in bidding 
for scarce personnel, the merit system representative is 
at a disadvantage when he has to require a candidate 
to take an examination. 

Do union organizations lurk as still another hob- 
goblin on the hospital horizon? Or should the shrewd 
administrator embrace them, viewing unions as a lever 
to use in the annual budget-raising feat? Attitudes to- 
wards unions reflected personal experience and the at- 
titudes of the community from which hospital people 
came. The subject elicited comments as varied as these: 
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“Either you get along with your unions or you 
don’t. When you do get along with them, they are 
of great assistance in running an organization. They are 
often a great headache to administration because of 
the demands they make, many of which are very good 
but which administration cannot allow because of 
budgetary and other reasons. We have a meeting at 
least twice a year with each union, with the commissioner 
and all the superintendents present also. Unions now 
insist on having representation on up-grading of per- 
sonnel. The attendants, nurses, storekeeper, and steward 
have to be represented on such committees. These all 
work extremely well.” 

“If you live in a unionized area how do you ex- 
pect you are going to attract people into your hospital 
if you don’t offer the things a private company would 
offer?” 

“Unions are not an unmixed blessing. We would 
want to be certain that everybody understands that 
unionization will not solve all of our personnel prob- 
lems.” 

“We can’t just embrace unionization in government 
without setting the rules of the game just as has been 
done in industry.” 


“As A FORMER personnel director in industry, I have 
had my share of experience. While I think the point is 
well taken that if you are going to compete with union- 
ized industries you must welcome the question of 
unionism, I would not encourage people to run out 
and embrace it with open arms. You forego many 
management prerogatives, the opportunity to run your 
own hospital. You go through some traumatic ex- 
periences which you should equip yourself to handle 
without having the union force them upon you.” 

“We are in a sad state if we wait for union pressure 
before we adopt decent personnel procedures.” 

“Certainly some of the unionists look at us and say, 
‘You belong to your organization, the A.P.A.; nurses 
belong to their organization; social workers belong to 
theirs. Why shouldn't we belong to an organization? ” 

“We have a hospital superintendent who says that 
when twenty per cent of his employees belong to a union 
he has failed in his job.” 

“If your employees feel the need to join together, you 
as an administrator must be prepared to work with 
them.” 

“If your attitude is known as one of resistance, a lack 
of interest and opposition, then they start immediately 
fighting you as the first reason for getting together.” 

“TI sort of sense a feeling of pessimism among this group 
in regard to unions. When you are talking about a 
responsible institution union, it has advantages. The 
individuals will go to the grievance committee of their 
union. It is surprising how many things are ironed out 
without bothering the hospital administrator. The 
unions of the institutions go to the legislature, too, to 
work for salary plans for their people.” 

“We had the experience of having an attempt made 
at union organization. The way we handled the situa- 
tion was to try to keep one jump ahead in good man- 
agement practices. This union finally died on the vine.” 
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VOCATIONAL REHABILITATION 
in The Mental Hospital 


Because of better treatment methods, a larger number of long and short term 
patients can benefit from realistic vocational training. An effective 
program for suitable patients would decrease readmission rates. 


Discussion Leader: DR. HAROLD R. MARTIN 


OCATIONAL REHABILITATION is not something that is 
, premenste: in the hospital; it is only started there 
and then finally accomplished in the community. A 
good vocational rehabilitation program in the hospital 
not only helps many individuals return to the commu- 
nity; it is often the crucial factor that permits them to 
remain there. 

Having a job makes a tremendous difference in the 
way a man feels about himself when he leaves the hos- 
pital. Without a job, he feels he is a liability, an invalid, 
someone to be tolerated. With a job he can take his 
place among his family, providing or contributing to its 
support, and his self-respect is bolstered by knowing he 
is a productive member of the community. The family, 
too, is much more receptive to him, not only for prac- 
tical, financial reasons, but because as a job-holder he is 
less apt to be regarded as “different.” 

All the hospital’s reassurances that an individual has 
recovered from his illness, can readjust, and should be 
regarded as normal are not nearly so convincing as his 
own demonstration that he can assume responsibilities 
and take his place in society. 


Ax ADEQUATE vocational rehabilitation program has 
many aspects, starting with the patient’s preparation 
within the hospital. An employment office for placing 
vocational rehabilitation patients in hospital jobs was 
suggested by Dr. Nathaniel Beckenstein. He was re- 
ferring not to jobs that replace or supplement the work 
of regular employees, but the sort of thing that is used 
in industrial therapy. Such an assignment would, in 
essence, be the step beyond industrial therapy, with the 
emphasis upon training and evaluation rather than 
therapy. Having a job counselor in the hospital would 


Participants: Dr. Alfred K. Baur, Mo.; Dr. Nathan 
Bechenstein, N.Y.; Dr. Peter W. Bowman, Me.; Dr. 
Anthony K. Busch, Mo.; Dr. Wm. S. Hall, S.C.; Dr. 
Granville L. Jones, Ark.; Dr. Francis J. O’ Neill, N.Y.; 
Mr. A. J. Pappanikou, Me.; Dr. Walter Rapaport, 
Calif.; Mr. Irving J. Schaeffer, Neb.; Dr. Lee G. Sewall, 
Md.; Dr. Benjamin Simon, Mass.; Dr. J. B. Smith, 
Alaska; Dr. George S. Stevenson, N.Y.; Dr. M. A. 
Tarumianz, Del.; Dr. Samuel Wick, Ariz. 
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make it possible to offer a report on a patient's vocational 
abilities and not just a diagnosis. 

Dr. William S. Hall said that his hospital is finding 
it very helpful to have the vocational counselors work- 
ing with patients during the training period, then when 
they try to place someone in the community they can 
tell the prospective employer: “I have worked side by 
side with this man for the past several months and know 
what he can do, and I believe I can say he is capable 
of doing the work you have for him.” The counselor 








can, in short, put his wholehearted efforts into selling 
the patient’s employability because he himself is sold 
on it. Previously the hospital had only the services of 
a rehabilitation representative who would see the patient 
when he was declared ready for placement. The repre- 
sentative’s efforts to place the patient were badly ham- 
pered because he had only the doctor’s word that the 
patient was well; he had no first-hand evidence of what 
the patient could do in a job. 
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unions. It has an advisory committee of people from 


An even more comprehensive rehabilitation program 
exists at the Arkansas State Hospital, where a special 
unit was established on the grounds with Federal funds. 
Several small buildings were remodeled and joined to- 
gether to create the unit, which accommodates 60 pa- 
tients and the rehabilitation staff. The program is con- 
sidered an extension of clinical services, and is staffed 
by a psychiatrist, psychologists, and social workers as well 
as vocational instructors and counselors, all of whom 
are provided by the Vocational Rehabilitation Service 
of the State Department of Education. The program 
aims to instill social polish along with vocational com- 
petence. 

The amount of information a vocational counselor 
has about the patients with whom he works is an im- 
portant factor in how well his placement efforts succeed. 
In Nebraska each of the state hospitals has at least a 
part-time vocational counselor and they keep in touch 
with each other. If, for instance, a patient discharged 
from the Hastings State Hospital goes to Omaha, the 
counselor at Hastings will send a report on him to the 
counselor at the Nebraska Psychiatric Institute in 
Omaha. Also, if a patient goes to another state, the 
Nebraska counselor sends a report to the counselor who 
will be working with the patient. This exchange of 
information has proven very helpful. 


Severat PERSONS present spoke upon the advisability 
of moving patients from vocational training to actual 
jobs where they can remain under supervision until 
they are ready to be independent. But there was some 
discussion about whether these supervised jobs should 
be in the hospital or in the community. Several varieties 
of in-hospital situations were described, from the mem- 
ber-employee programs of the VA hospitals to sheltered 
workshops within hospitals, where small manufacturing 
jobs are done on contract from local concerns. This 
idea, patterned after industrial activities in British and 
European mental hospitals, is being tried on a pilot 
basis at the Central Islip (N.Y.) State Hospital. One 
superintendent, Dr. Samuel Wick, felt that sheltered 
workshops should be a community and not a hospital 
undertaking. He mentioned two programs in Phoenix, 
Arizona, one that employs discharged patients and out- 
patients and another that accepts hospital patients for 
day work. Whether the workshop is on the hospital 
grounds or in the city is of no import, Dr. Benjamin 
Simon said, so long as the community is involved in its 
operations. 


Severat COMMUNITY AGENCIES stand ready to help in 
the vocational preparation of mental patients. The 
Goodwill Industries are outstanding in this respect. In 
Brooklyn, the mental health association takes about six 
women from the state hospital’s continued treatment 
service into its offices for clerical training. The women 
are given carfare, lunch and spending money by the 
agency, and some of them have gone on to regular jobs 
elsewhere. Now other social agencies in the city are 
giving employment to rehabilitated patients. 

Nebraska is one of the states which use the sheltered 
workshops of the Goodwill Industries to test the voca- 
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tional readiness of patients. If the hospital people are 
doubtful about a patient’s ability to work in a regular 
job routine. they send him to the Goodwill shops for a 
month. There he can be tried out in any one or several 
of 95 different types of work under close observation, 
The careful record that is kept is used to evaluate what 
kind of job the patient can assume or, if he is found to 
be not ready for employment, to show what further 
vocational preparation is needed. 


Tue main vate of sheltered workshops like those of 
Goodwill is that they permit a gradual weaning of the 
patient’s dependency upon the hospital by showing him 
that he can work in the community. It would be “re. 
gressional” to confine workshops to the hospital, said 
Dr. John B. K. Smith, rather than having the patient 
work outside where the community can develop an 
interest in him. 

Another plan to enlist community participation was 
tried at Middletown (Conn.) State Hospital some years 
ago. An arrangement was made for the patients to get 
vocational training at the local high school, using the 
school’s teachers and equipment. 

The one that is completely neglected in vocational 
rehabilitation is the housewife, said Dr. M. A. Taru- 
mianz. Housekeeping is her job but she often knows 
little about it, with the result that when she returns to 
her home she becomes tense and self-condemnatory be- 
cause she cannot do her job well. His hospital is trying 
to meet this problem through a homemaking course 
conducted by home economics specialists. Dr. Granville 
L. jones added that his vocational rehabilitation unit 
includes a regular home kitchen where women plan, 
cook and serve meals under the direction of a home eco- 
nomics teacher. The women are also taken to a super- 
market to shop for the food. In some hospitals the 
volunteers take women patients to their homes for this 
type of practice; Dr. Anthony K. Busch said this is work- 
ing very well at his hospital, although at first the ten- 
dency was to take the women to homes that were above 
their own social and economic level. 


Tue Feasipnity of employing ex-patients in mental 
hospitals was discussed from legal, therapeutic and 
practical angles. (The discussion concerned regular 
employment, not member-employee programs, which are 
considered a phase of rehabilitation.) From a legal stand- 
point, the matter seems to depend on state employment 
restrictions, said Dr. Walter Rapaport. In California, 
any citizen is eligible for Civil Service appointment re- 
gardless of whether he is an ex-patient, ex-convict or 
ex-whatever, although the state employment application 
does contain a question about this. Dr. Rapaport feels 
strongly, however, that no state hospital should hire a 
former patient merely for the sake of demonstrating his 
competence. 


Dr. A. K. Baur feels the hospital should give a former 
patient the same consideration any other job applicant 
would get, the same as it wants from other employers; 
on the basis of qualification. He does have a policy that 
no former patient is given immediate supervision of 
patients, which means that opportunities are limited 
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to maintenance positions. He added that he had recently 
made an exception to this policy in the case of a regis- 
tered nurse, and so far she has done very well working 
on the wards. 


Oxe DRAWBACK to hiring a person in the same hospital 
where he has been a patient, Dr. Lee Sewall noted, is 
that he never quite gains status as an employee, never 
quite loses the status of patient. His hospital prefers 
to find jobs in other institutions for patients who are 
trained for hospital work. 

The influence of labor unions, for good or for bad, 
in the vocational acceptance of former mental patients 
came up for discussion. Dr. Peter Bowman said he en- 
countered some resistance in trying to place mentally 
retarded individuals in a unionized situation. Some of 
these people can accomplish only 50 to 70 per cent of 
what the average employee can; naturally the employer 
does not want to pay them full-scale wages but the unions 
do not like this. The result is that these handicapped 
persons find it even more difficult to get jobs. 

Dr. George Stevenson suggested that problems of this 
sort be called to the attention of the Community Serv- 
ices Committee of the AFL-CIO. This committee is 
somewhat free of the ordinary employment considera- 
tions of the unions, taking a more human approach to 
such problems, and is in a position to interpret to the 


Employee Rehabilitation 


“(—' COURSE,” says the friend, “this attendant was 
found drunk on duty. But after all, you psychia- 
trists are supposed to be understanding: not punitive. 
Sure, it’s easy to fire her. But if any one has responsibil- 
ity for rehabilitation, it’s a hospital like yours. Don’t 
you have a duty to determine why she drinks? And to 
do something constructive? If you fire her, she'll simply 
skid into skid row.” 

Then there’s the employee who thinks the food is 
poisoned and the one who falls asleep on duty. And the 
one who keeps losing his keys. And all the inadequate, 
disturbed, unstable, litiginous, antisocial, lonesome and 
desperate people who sometimes carry keys in our hos- 
pitals. Have we the duty, the time, the facilities for 
their rehabilitation? 

Most of our mental hospitals are underbudgetted, over- 
crowded and understaffed. If we divert a psychiatrist’s 
time and energy from the patient to the employee, we 
subtract something from the patient. If we refuse to 
devote time to employee rehabilitation we are accused of 
being non-psychiatric and narrow-visioned. 

Perhaps a realistic approach would be to say that it 
is not in the interests of patients to employ attendants 
who need that much rehabilitation themselves. It would 
seem a harsh gospel to dismiss arbitrarily the attendant 
who is alcoholic, dishonest, paranoid or hag-ridden by 
anxiety. But to keep such personnel on the roster is to 


unions. It has an advisory committee of people from 
various health and welfare fields. 

One California hospital has had little difficulty with 
unions since 1951, said Dr. Rapaport. At that time this 
hospital began inviting men from labor, industry and 
the professions to serve on its Volunteer Services Com- 
mittee. The committee has a section on finding employ- 
ment for discharged patients, and this section is headed 
bv the leader of a labor union. An attorney for another 
big union serves on the Executive Council, and the com- 
mittee also includes representatives of such major indus- 
tries as Ford, Lockheed, electronics manufacturers and 
so on. The members of this group offered to secure at 
least one job a month for patients. They hold a monthly 
luncheon meeting to which they invite several new in- 
dustrialists and acquaint them with the program. They 
also visit various industrial plants to learn what kinds 
of workers are needed and advise the hospital staff ac- 
cordingly. When a patient is ready to leave the hospital 
these men talk to him and to the staff to learn what 
his abilities are and then introduce him to prospective 
employers. In addition, they have founded a sort of 
half-way house for working patients, which is supported 
by private funds. This group has been tremendously 
helpful and successful, Dr. Rapaport said, and its efforts 
have proved satisfactory to employers as well as to the 
hospital. 


By DR. WHATSISNAME 


hurt the patient two ways: directly by giving to these 
attendants enormous power over patients; and indirectly 
by diverting professional manpower to care for them. 
So it comes down to a clash of rights: the patients or the 
employees. And at such an intersection, there is never 
any doubt as to who has the right-of-way. 
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MENTAL ILLNESS AND PREPAYMENT INSURANCE PLANS 


Prepayment of hospital costs by insurance plans relieves taxpayers and 
families of an excessive financial burden: Is it feasible to ex- 
tend these plans to cover hospitalization for mental illness. 


DR. D. G. McKERRACHER 


Discussion Leaders: DR. LOUIS F. REED 
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HE INCLUSION OF COVERAGE for mental illness in 
pee health insurance plans is undoubtedly the 
most controversial issue in the economics of hospital 
psychiatry. The controversy involves how much and 
even whether such coverage should be included for 
care in the several types of psychiatric facilities. 


The problem exists not only in the United States, 
where all health insurance is a matter of free enterprise, 
but also in Canada, with its Federal Hospital Insurance 
scheme. The situation in Canada was described by Dr. 
D. G. McKerracher, starting with the social, economic, 
political and geographic factors involved. 

By way of background, he pointed out that Canada 
is larger than the United States by a quarter of a 
million square miles, but its population is only one- 
tenth as large, the demographic average being five per- 
sons per square mile. The ten provinces range in size 
from Quebec, which is slightly larger than Alaska, 
down to Prince Edward Island, which is somewhat big- 
ger than Delaware. Among and even within the 
provinces certain ethnic differences exist which affect 
interpretation of the Dominion’s Constitution, the 
British North-American Act, in which health is spec- 
ified as a provincial responsibility. (“And if you think 
Americans have some warm discussions about States’ 
Rights,” said Dr. McKerracher, “you should hear Ca- 
nadians on Provincial Rights!’’) 





Participants: Mr. Carl E. Applegate, Calif.; Mr. Mein- | 
dert Bosch, Colo.; Dr. Eugene N. Boudreau, N.Y.; Dr. 
John G. Freeman, N.D.; Mr. Robert H. Klein, IIl.; 
Dr. M. A. Tarumianz, Del. 








Although Canada is rapidly developing its resources, 
it does not yet have the investment capital to attain 
the level of prosperity the United States enjoys. The 
principle of free enterprise is not so hallowed, either, 
and government-owned corporations are common in 
Canada. 

All of these circumstances have helped create a 
political climate suited to the growth of government- 
sponsored health insurance. Step by step, this has come 
about for general medical services but other factors 
have militated against including psychiatric care. Men- 
tal hospital care has long been a provincial responsibil- 
ity, whereas most general hospitals are municipally 
operated, and quite a few others are run by religious 
orders. The general hospitals have had a considerable 
burden in caring for indigent patients, and after World 
War II, it became apparent that with rising costs some 
sort of provincial assistance was needed. 

Saskatchewan was the first to develop a compulsory 
scheme of hospitalization. The Saskatchewan Hospital 
Plan went into effect in January 1948. Under it, all 
residents of the province, regardless of income, have 
all their expenses in a general hospital paid for by 
the province. This plan costs about $20,000,000 a 
year to operate for 900,000 people; nearly half of the 
financing is derived from a personal tax of $20 a per- 
son or $40 a family. 


‘Two OTHER PROVINCES followed suit with similar plans, 
British Columbia in 1949 and Alberta in 1950, and 
the federal government watched these developments 
with interest. Convinced of the success and value of 
the provincial hospitalization schemes, the government 
decided to encourage their adoption throughout the 
country, by offering to pay half the cost to any province 
which would set up such a plan. 

The Federal Hospital Insurance Act went into effect 
in July 1958. All the provinces have signed up, or 
plan to within a year, with the exception to date of 
Quebec. 

The cost for the entire country will run around 
$400,000,000 a year. 

Psychiatric care has gotten short shrift in this plan, 
Dr. McKerracher noted, since it is covered only when 
given in general hospitals. Even this provision was 
included only after its omission was loudly protested. 
Whether federal support should be given also for 
care in the provincial mental hospitals is a subject of 
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lively debate among Canadian psychiatrists. Some feel 
it would help to improve the provincial hospitals and 
others feel it would only prolong these large mono- 
lithic institutions. Saskatchewan has come up with 
what it hopes will be a successful solution—300-bed 
regional psychiatric units attached to general hospitals. 
It is hoped the government will acknowledge these 
units as eligible for federal support and that they 
will ultimately replace the large provincial hospitals. 

So far the Canadian government has not taken steps 
to pay medical bills incurred outside hospitals, but 
Dr. McKerracher thinks this will come about. At pres- 
ent there are two schemes for paying extramural health 
costs. Each province has a physician-sponsored insur- 
ance plan, similar to Blue Shield plans in the United 
States, which pays the family doctor for hospital, of- 
fice and home calls. The amount of psychiatric cover- 
age given under these plans varies from parity with 
other illnesses to complete exclusion. The other plan 
is a unique regional scheme which has been in force 
since 1946 in the Swift Current region of Saskatchewan. 
It is a compulsory comprehensive health insurance plan 
sponsored by the region, which encompasses about 
12,000 square miles and has 50,000 residents. It is 
financed by personal and land taxes, and pays medical 
bills of $35 or more on a fee-for-service basis. How this 
plan would work for psychiatric care cannot be as- 
certained because there are no private psychiatrists in 
the region (a few cases are sent to one 150 miles away) 
and most psychiatric service is provided by provincial 
psychiatrists. The chief point about this experiment, 
however, is that it illustrates a compulsory comprehen- 
sive health insurance plan which works to the moderate 
satisfaction of doctors and patients alike, Dr. McKer- 
racher said. Its cost runs around $650,000 for 50,000 
people, which offers some indication of what the cost 
of a general medical and hospital plan would be for 
the province and for the country. The cost would run 
about thirty million dollars for Saskatchewan—ten mil- 
lion for doctors’ bills and twenty million for hospital 
bills—and roughly six hundred million dollars for all 
Canada. (Extending this figure to the United States 
on the basis of population, Dr. McKerracher said a 
similar plan would cost America about six billion dol- 
lars.) And none of this, he added, includes psychiatric 
care other than that provided in general hospitals. 

If the time comes when the Canadian government 
does assume the responsibility of providing all medical 
care for its citizens, Dr. McKerracher feels provisions 
for the mentally ill will be vastly improved. 


Tue PRESENT SITUATION in the United States is very 
different, of course, and Dr. Louis F. Reed undertook 
to explore the ways in which the cost of mental illness 
is borne. The big question is whether the public 
wants to bear the cost through insurance or through 
taxation, which it now does to a large extent because 
the major burden is carried by the state governments. 
If insurance coverage is desirable, and Dr. Reed thinks 
the consensus is that it is, is it economically feasible? 

There are now about 121 million people in the 
United States who have some form of hospital pro- 
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tection, which means that about 70 per cent of the 
population is covered. The amount of coverage, how- 
ever, varies from scanty to sufficient, sufficient at least 
for general illness, and is given through four types 
of programs. The largest number of people have poli- 
cies written by insurance companies: 48 million in group 
plans and 28 million with individual policies. The 
Blue Cross and Blue Shield plans (some of which in- 
clude hospitalization) account for 55 million persons, 
Then some five million people are covered by indepen- 
dent plans, which are sponsored by various industries 
and trade unions and by consumer and community 
groups. All these figures add up to 136 million dol- 
lars, Dr. Reed explained, because some people carry 
more than one type of hospital insurance. 


Tue PROVISIONS for mental illness in these plans were 
outlined, starting with Blue Cross. Of the 79 Blue Cross 
plans operating in this country, 25 of them exclude 
mental illness entirely, 15 allow the same amount of 
coverage given other illnesses, and the rest give varying 
amounts of protection. In general, better coverage is 
given for psychiatric care in general hospitals than in 
private or public mental hospitals. For care in general 
hospitals, seven plans give from 1 to 20 days; twenty- 
six plans give from 21 to 30 days; six give 31 to 90 
days; ten allow 91 to 180 days, and ten give over 180 
days. 

Care in public mental hospitals is provided by 
thirty-seven Blue Cross plans; five allow 1 to 20 days, 
twenty-two give 21 to 30 days, and ten provide more 
than 30 days. The situation for private mental hos- 
pitals is slightly better. 

Three major reasons were given by Dr. Reed for the 
neglect of mental illness in Blue Cross Plans. One is 
that the plans were initiated by general hospitals, to 
meet the financial problems of general illness. Second, 
the feeling was that psychiatric care is freely available 
in public mental hospitals and therefore insurance is 
not needed for this care. The third, and most recent 
obstacle is reluctance to take on the added cost of 
providing psychiatric treatment. 

Going on to the group policies written by com- 
mercial insurance companies, Dr. Reed noted that they 
comprise two types. The so-called basic policies pro- 
vide 30 or 60 or 90 days of benefits per admission and 
do not discriminate against mental illness or type of 
hospital. The other type, known as major medical or 
comprehensive medical expense policies, generally sup- 
plement the basic policies. They usually provide that 
after an initial deductible amount, which might be 
two or three hundred dollars over what the basic plan 
has met, the major policy takes effect and pays 70 to 
80 per cent of the costs incurred by the illness, leaving 
20 or 30 per cent to the patient. The major medical 
policies do not discriminate against mental illness, either, 
at least for hospitalization. 

Psychiatric care outside the hospital presents a dif- 
ferent problem, and Dr. Reed said the insurance cov- 
erage drops to about 50 per cent of the cost. 

Coverage of physicians’ services in the hospitals is 
excluded in 28 of the 72 Blue Shield plans, 16 provide 
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the same benefits for mental illness as for other ail- 
ments, and 25 give some coverage but less than for 
general conditions. 

Against this background of actual practices, Dr. Reed 
posed some of the questions that arise about offering 
more insurance coverage for psychiatric care. For Blue 
Cross to provide, say, sixty days care for mental illness 
would increase premium costs only 2 to 5 per cent, 
he said, which is relatively little. However, for long- 
term treatment, which might run two or five or ten 
years, to be financed by private insurance, the premium 
costs would rise by about one-third. Would it be de- 
sirable for private insurance to take over the cost of 
the first sixty days, with the expense of prolonged hos- 
pitalization beyond that to be borne by the government? 


I; INSURANCE COVERAGE of short-term mental hospital 
care is desired, what is the best way to bring this about? 
Blue Cross is the major holdout on this issue; should 
the Blue Cross plans be compelled by state legislation 
to provide the same benefits for mental illness as for 
other conditions or would it be wiser to use persuasion 
to get them to liberalize their policies? 

Dr. Reed also mentioned the Forand Bill, which was 
discussed in the past Congress. It proposes to offer 
hospital benefits to Social Security recipients—up to 60 
days of hospital care plus nursing home care beyond 
hospitalization, for a total of 120 days. Mental hos- 
pital care is excluded from this legislation, and Dr. 
Reed asked if this should be so. 

Elaboration of Dr. Reed’s remarks was given with 
slides and statistics by Dr. Eugene Boudreau, chairman 
of the Health Prepaid Insurance Committee of the 
National Association of Private Psychiatric Hospitals. 
He remarked that the Blue Cross and Blue Shield 
plans came about primarily to ward off the possibility 
of socialized medicine; they represent the medical pro- 
fession’s efforts to ease the financial strain of health 
protection. “Those of us who have studied the ques- 
tion, however, do not feel that the original purpose 
has been fulfilled so far as the mental patient is con- 
cerned,” he said. (A statement on this situation was 
prepared by Dr. Boudreau’s committee and circulated 
through the A.P.A. Mail Pouch last year. Copies may 
still be obtained from Dr. Boudreau, 654 West Onan- 
daga Street, Syracuse 4, New York.) 

The reason usually given for non-coverage of mental 
illness is that the costs are prohibitive. However, one 
of the oldest Blue Cross plans, in Dallas, Texas, has 
demonstrated that such coverage, including drug and 
alcohol addiction, amounts to about three per cent of 
the total cost. 

Dr. Boudreau said that one-third of the 101,000 pa- 
tients admitted to state hospitals last year were covered 
by Blue Cross hospital insurance. Few of them received 
any benefits from this insurance, which means that 
most were paying for something they didn’t get. So 
far as the cost in private psychiatric hospitals goes, Dr. 
Boudreau said the N.A.P.P.H. has figures showing that 
most of the patients stay only 20 or 30 days, which 
means that the insurance cost would not be too steep. 

If people voice a demand for psychiatric coverage 
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there should be no difficulty in getting it included in 
Blue Cross policies, said Dr. Tarumianz. In Delaware 
the plan allows $6 a day for 30 days and an additional 
30 days at $5 each, with no question of whether the 
illness is acute or chronic. 

The principal reason such coverage is excluded, said 
Mr. Robert Klein, is that there is no evident demand 
for it. A representative of one of the largest Blue 
Cross plans had told him that the public feels it needs 
protection against physical illness but since people be- 
lieve they “have some control over the occurrence of 
mental illness,” they are unwilling to pay for extra 
coverage. 

“Too many people think, ‘It can’t happen to me,” 
Dr. Charles Bush noted. Misconceptions of this sort 
about mental illness are gradually being overcome by 
education, Dr. Reed replied, so that psychiatric care 
will not be looked upon as an “elective.” The num- 
ber of people who need mental hospital coverage is 
very small, he said, so that it is an appropriate in- 
surance risk. 

“Mental illness is not so prevalent as some of the 
conditions for which coverage is now given,” added 
Mr. Carl Applegate, citing pregnancy as an example. 
The situation is brightening for mental illness. In Cali- 
fornia, about a million dollars a year is collected from 
insurance benefits for psychiatric care—it was less than 
half that just two or three years ago. 

Dr. John Freeman said that in North Dakota Blue 
Cross was asked to offer some coverage for patients ad- 
mitted to state mental hospitals. The response was 
negative, or at least reluctant, until more information 
was supplied. When Blue Cross learned that about 
60 per cent of the first admissions left the hospital 
after two and a half months and discovered how many 
persons admitted held Blue Cross insurance, they agreed 
to pay 30 days coverage. This applies to anyone ad- 
mitted to the state hospital, even alcoholics. 

The provision of 30 days coverage for mental illness 
in Colorado did not apply to other than general hos- 
pitals until some private hospital people undertook 
to educate Blue Cross officials, said Mr. Meindert Bosch. 
After several years of endeavor, the coverage has been 
extended to his and another private psychiatric hos- 
pital. The selling point revolved upon cost factors, 
of course. 


Tue QUESTION OF CosTs is of crucial importance in the 
whole matter, Dr. Reed affirmed. If mental hospitals 
want benefits from Blue Cross and other insurance pro- 
grams, they will have to have rather definite charges. 
Also, the type of hospital, its financial structure, is per- 
tinent. “Is it altogether fair to the insurance companies,” 
he asked, “for a public mental hospital, which provides 
care free of charge, to demand payment from insured 
patients? That is somewhat penalizing the people who 
have been thoughtful enough to take out insurance. 
If you really expect insurance plans to pay you, then 
you have got to demand money from the people who 
do not have insurance. Are you ready to be hard- 
boiled about demanding that everybody who gets care 


= 


in your institution shall pay? 
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SPECIAL PROBLEM AREAS 


Recent Developments 
in the Treatment of Alcoholism 


More hopeful attitudes toward the treatment of all phases of 
alcoholism have increased the responsibility of mental 
hospitals to provide effective treatment programs. 


Discussion Leader: DR. MERRITT W. FOSTER, JR. 


REATMENT OF THE ALCOHOLIC must start with the 

doctor’s own attitude toward the alcoholic. As one 
medical man put it, the subject of alcoholism is one 
more calculated to imbue a sense of humility chan any 
other branch of psychiatry. 

“When I first started in this work about two years ago, 
I thought I knew everything there was to know about it. 
The longer I stayed in it, the more I realized my own 
shortcomings. One factor involved in the treatment of 
alcoholics which cannot be stressed too much is the 
need for approaching them in an unprejudiced manner. 
Certainly many of us have prejudices, and we are not 
aware of them until after we have lost them,” he said. 

A Public Health Service psychiatrist, Dr. Lucy Ozarin, 
had attended the Yale Center for Alcoholism. She con- 
tributed a concept of the problem which she learned 
there: Alcoholism is a chronic disease, or can be con- 
sidered as such. This idea can help doctors deal with 
their own emotional feelings. “We do not get angry 
at arthritics; we do not get angry at diabetics; we are 
not angry at cardiacs,” she said. “But somehow this 
does not hold true with alcoholics. We get very much 
annoyed at alcoholics who do not stay sober.” 

Also, she urged, it is important to deal with alcoholism 
in its totality. The doctor can do a great deal with the 
alcoholic in one phase of alcoholism: when the patient 
needs acute medical treatment. But that does not solve 
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the problem. Alcoholism exists in a complex of other 
problems—social, legal, economic. All of the people 
concerned with these other facets must converge in a 
concentrated attack to try to help the alcoholic function 
better. 

One balloon which was pricked was “the typical 
alcoholic” concept. There is no personality profile which 
represents the typical alcoholic. Alcoholics are a com- 
pletely heterogeneous group, coming from every con- 
ceivable social, economic, and intellectual stratum. 
Q.E.D., says the diagnostician, there is no simple pre- 
scription for treatment. We should consider what we can 
do on an individual, rather than try to work on a col- 
lective basis. 

However, psychotherapy is one approach which many 
feel should be emphasized, and here group psychother- 
apy was recommended as of greater benefit than individ- 
ual sessions. One rationale for this was that it limits 
the intensity of treatment, which is desirable in dealing 
with this category of patients. Group therapy does not 
provoke as much anxiety, and anxiety:is undesirable 
with an alcoholic. The alcoholic stimulated to anxiety 
has a ready outlet, finding the solution all too quickly 
in continued use of the substance we seek to have him 
avoid. 

Motivation to change is of prime importance in 
psychotherapy. One doctor suggested that pre-screening 
of potential patients to make sure this factor was pres- 
ent was important. Studies have been reported citing 
success with as many as 80 per cent of the subjects. But 
this encouraging percentage was scored with patients 
screened by the local Alcoholics Anonymous (A.A.) 
group as strongly impelled to work toward cure. 

Another psychiatrist said his experience in using 
psychotherapy had been far from this average. Taking 
a hard look at results, he felt absolute candor would call 
for this summary: only three out of a hundred actually 
progressed in treatment. 
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A psychiatrist in private practice underlined the prem- 
ise that humility must be a prime quality in the doctor. 
“When the patient comes to my office on a voluntary 
basis and asks for help, my method is to admit at the 
first session that we do not yet know anything about 
the causes of alcoholism,” he said. He recommended 
devoting considerable time to this first meeting, explain- 
ing to the patient that he will never find the doctor 
harsh, condemning, or unfriendly. This doctor felt 
psychotherapy could be effective with alcoholic patients. 

Incidentally, acceptance of the importance of working 
with Alcoholics Anonymous groups was so strong it might 
almost be considered the sine qua non of all programs. 
Hospital treatment programs usually have a tie with 
the local society, meetings being held at the hospital with 
hospital staff members attending. There are also courses 
led by A.A. teachers. In one community A.A. has estab- 
lished a rehabilitation center near the hospital where 
patients can go for a conditional period while they are 
looking for work. 


Reacuie OUT to get assistance from all possible groups 
in the community is recognized as desirable. Many 
people rely on church leaders for help in the patient's 
readjustment period on leaving the hospital. Others 
conceded that the blue-print calling for a group cutting 
across many lines had obvious advantages, but not many 
results have been achieved in actual practice. Several 
committees of this type have been organized, it was re- 
ported. Annual, semi-annual, or even more frequent 
meetings have been held, but the only tangible result 
announced was support for legislation. One spokesman 
felt that money was the most useful assistance that 
could be given anyhow, and suggested one way to get 
this: resources derived from an increase in liquor licens- 
ing fees. 

The general practitioner has become a key man in 
the experimental plan Nebraska has had in operation 
for 14 months. Dr. Wittson described this. The experi- 
ment was underwritten by the National Institute of 
Mental Health, and is under the direction of Dr. Jackson 
Smith. 


The G.P.’s are paid fifty dollars an afternoon to devote 
their time and the time of any office staff they custom- 
arily employ to what amounts to alcoholic clinics in 
their own offices. Of course if a rural clinic exists, the 
doctor uses this facility. All comers are accepted, with 
the assurance that patients too difficult to handle may be 
referred to an appropriate hospital. The doctors deter- 
mine, according to local criteria, whether the patient 
should be treated free or charged for services. Starting 
with five G.P.’s, the plan now numbers eleven scattered 
throughout the state. 

A prime consideration was how to prepare general 
practitioners for this special work without removing 
them from their community practice for a long period 
of time. A four-day course of instruction was worked 
out at the Nebraska Psychiatric Institute, and the doctors 
receive further help and consultation during the course 
of the year. The feeling is that the program is a success. 

Operating programs in several states and hospitals 
were described. Uppermost in administrators’ minds 
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were questions about commitment procedures, physical 
set-up of hospital units, length of stay, and the alcoholic’s 
attitude toward himself as a patient. 

Dr. Wolford, now at Pittsburgh, spoke on the basis 
of two and one-half years’ experience in Nebraska. Dur- 
ing that period, he saw approximately six to eight hun- 
dred alcoholic patients. 

“We had an open ward which was autonomous, except 
in that the programs were mixed with all the rest of 
the hospital,” he said. 

“All patients were committed; this may not be in 
agreement with the thinking of many people. But we 
found that otherwise many patients who ‘dried out’ left 
the hospital in ten days and had no further treatment.” 

This, he said, led to a vicious circle: Skid Row and 
return to the hospital. To break this, patients were re- 
habilitated under a schedule calling for a minimum of 
sixty days hospitalization. Seventy per cent of the gradu- 
ates of this regimen were able to stay out of the hospital. 
That is not to imply “cure.” But he called it a worth- 
while gauge of effectiveness, one showing the impact of 
such a unit. He deplored pessimism on the subject. But 
he conceded medical colleagues are prejudiced, and have 
an unfortunate disdain for the alcoholic, an attitude 
which merits further study. 

One critic, referring to a mental hospital unit accom- 
modating about 40 patients, remarked on a certain de- 
pendence created by such institutional regimes: “There 
is a group of patients who stick around because they 
enjoy nice living at a hospital. They have the best work 
assignments. They are basically psychopaths who are 
not too well motivated. When they leave, they go back 
to their old habits. In fact I think sometimes they go 
back to their old habits because they want to come back 
to the security of the hospital.” 


Wane the man running a public hospital may be ex- 
cused for such discouragement at times, a doctor from a 
private hospital pointed out that an economic test does 
not remove barriers to treating the alcoholic. His hos- 
pital is situated in a state where public hospitals do not 
accept alcoholics, unless they have a psychosis. Conse- 
quently most alcoholic care there is in private establish- 
ments. 

About thirty per cent of his admissions are alco- 
holics, and about five per cent of the hospital popula- 
tion at any time is in this category. In the hospital 
regimen, they are assigned with psychoneurotics. There 
is an economic test here, in that the patients must pay 
handsomely for their care. There are still problems of 
medical management, though it is the obverse of the 
one cited by the tax-supported hospital. In the private 
institution patients want to leave before making enough 
progress to warrant medical discharge. And the excuse 
given is that they cannot afford to stay longer. This is a 
rationalization, the doctor pointed out, and breaking 
off treatment before rehabilitation simply leaves the pa- 
tient caught in the revolving door. 

Length of stay, and voluntary commitment or forced 
commitment, vary throughout the country. 


Discussion Chairman Foster pointed out that in some 
units patients are not admitted unless they are sober, 
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unless they want to come, unless they want help and 
stay on a voluntary basis. 

“Now, to say that that is the best alcoholic treatment 
program, or that that is the nature of alcoholism, I am 
sure is like describing the elephant from the rear only,” 
he said. 


One COMMENT Offered is that patients who are brought 
in under commitment presumably are, and must of neces- 
sity be, kept longer before you have the opportunity of 
establishing some kind of relationship with them. It is 
more difficult than working with a voluntary patient, 
who comes in for a relatively short period of time. 

A New York State doctor described a 90-bed voluntary 
unit in which a multi-disciplinary approach to treatment 
is used. A.A. orientation is stressed. A distinction is 
made between the psychotic and the non-psychotic alco- 
holic. Non-psychotic patients are admitted voluntarily 
directly to the unit. He feels this is useful in keeping 
them separate from the rest of the institution “so they 
will not carry the stigma of having been in a mental 
hospital.” 

“I think this is important to the alcoholic,” he said. 
“It may not be very good mental hygiene, but I think 
from the point of view of enticing the non-psychotic 
alcoholic to come in for treatment, this is important. 
It builds esprit de corps. It separates them from the 
psychotics. 

“We are getting a higher grade of alcoholic, if I might 
say that, attracting more professional people to this unit. 
We have been very satisfied with our approach. Onc 
thing I think that has been important is a very inten- 
sive schedule, occupying all the waking hours of the day. 
For we found that if we give these people much free 
time, not organized and structured, they get into difh- 
culty.” 

In the last legislative session, New York state law was 
changed to allow voluntary commitment for 15 days; 
previously it was a mandatory 60 days. This caused some 
consternation among professional workers, but they have 
found it has caused no difficulties. The voluntary pa- 
tient is still cooperative, staying at least a month, very 
often two, until treatment can be completed. 

In answer to a question on staffing of the 90-bed unit, 
the speaker said it is manned by two psychiatrists, one 
at the supervising level and one at the senior level, with 
residents rotating through the program. There are a 
nurse, a psychologist, and teachers supplied by A.A. The 
staff of attendants and nurses is heavy in comparison to 
the staffing pattern of the rest of the hospital. 

Alcoholic patients’ treatment in another hospital, 
under a plan in operation for ten years, is completely 
integrated with the hospital. The admission service is 
on the same ward as for other admissions. True, there 
was difficulty at first about these patients not being given 
preferential treatment. However, in the course of time 
and after a good many meetings, the barrier dissolved. 

The opinion that considerable time must be spent in 
treatment led to one statutory provision requiring six 
months’ to a year’s hospitalization. This was based on 
the premise that it was only possible to help those who, 
either through persuasion or choice, stay long enough to 
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become amenable to treatment. “Some come just to 
stay; others come just to get sober; neither of these groups 
gains much by that type of approach,” a doctor observed. 
“However we do not always use the statutory minimum. 
Patients are usually released within six weeks to two 
months. But we do require them to demonstrate some 
indication of well-being and a new determination to help 
themselves. Most patients have found some arrange. 
ment for employment before they are released. 

“I believe our results are not at all discouraging. 

“I would like to make two observations: Once it is 
established that the alcoholic is no different a human 
being than a sick person at any hospital, he soon learns 
to accept the association without feeling it is disparag- 
ing or degrading—as some alcoholics would like you to 
believe. 

“They are very particular about what you call them. 
Even when you designate them as sick, they will draw a 
line between alcoholic addiction and drug addiction. 
But through staff participation in A.A. meetings and 
occasional discussion of the medical viewpoint, alcoholics 
can be helped to have a broader viewpoint on their prob- 
lem and a better understanding of their relationship to 
other people.” 

Minnesota, which assigns all alcoholics to one hospital, 
finds the advantages of this far outweigh the disadvan- 
tages. These patients need a special program, and it is 
more feasible to train and staff a hospital devoted exclu- 
sively to this care. The hospital is a 200-bed unit. Any 
patient may be admitted on a voluntary basis any num- 
ber of times as long as he stays until released. If a volun- 
tary patient quits the hospital against advice, he must be 
committed to be admitted again. A committed patient 
is subject to the same laws as other hospitalized mentally 
ill people in the state. As a policy, hospitalization is 
limited, if possible, to 60 days. This is a fairly intensive 
regime, ranging through a drying out period, a counsel- 
ing program with psychologists, talks with a pastoral 
counselor, group therapy, and A.A. meetings. A two to 
three-hour work program daily is set up to inculcate 
good work habits. The system was reported as good in 
every respect except follow-up after leaving the hospital; 
this was rated “not good.” 


Ox THE SCORE CARD, this hospital admits over a thousand 
patients a year, discharges 50 per cent of them perma- 
nently. These encompass a wide range of patients, but 
there are large numbers of Skid Row characters. The 
other 50 per cent range all the way from frequent lapses 
to several re-admissions. 

One 2,500-bed hospital in another state has a whole 
building devoted to treatment of this category of pati- 
ents, who comprise about 30 per cent of the institution's 
admissions. Emphasis is on rehabilitation, and the co- 
ordinator of the program is a recovered alcoholic. An 
interesting sidelight on this is that successful alumni 
come back to the hospital and put together radio tapes of 
conversations with the superintendent. These tapes are 
then used in the community's educational program. 

Length of stay for alcoholics in hospitals in Indiana 
is no longer defined by law. Discharges take place when 
it is medically determined that the patients have re 
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ceived maximum benefit. This has been found to be 
a much more realistic approach than the previous policy. 

The pharmacological approach to treatment of alco- 
holics poses many questions, medical and psychological, 
which stir interest among doctors grappling for a solu- 
tion. Experience in using the so-called barrier drugs, 
Antabuse and Temposil, was described. 

The ethical and psychological problems created by the 
barrier drugs gave rise to these questions: Is the effect 
only psychological as some studies suggest? Or is there 
slight evidence of statistical improvement for groups 
given barrier drugs? Can the discharged patient be 


relied on to take such medicine? Should these be given 
to discharged patients by members of their families? 
Does this only continue an undesirable psychological 
dependence? Are there hazards in having barrier drugs 
smuggled into an alcoholic’s diet? Is the drug only an- 
other rabbit's foot? Does prescribing drugs for alco- 
holics encourage use of a crutch by a group too prone to 
look for props? 

The case of alcoholics is an area of treatment where 
more questions are asked than answered, and where 
answers would be welcomed by physicians dealing with 
these patients. 


Intensive Treatment 


of the Senile Psychotic 


Experience abroad and pilot studies in this country indicate that the 
senile psychotic can be effectively treated by intensive 
methods in or out of the mental hospital. 


Discussion Leader: DR. ROBERT C. HUNT 


aren of the senile psychotic should not take 
place in a vacuum, Dr. Robert C. Hunt, Chairman 
of this discussion said. The patient himself may be much 
less important in determining what happens to him than 
such environmental factors as family attitudes and eco- 
nomic conditions. 

Sometimes we tend to think of the senile psychotic as 
a rather recent modern development. To show that the 
aged patient is not a new phenomenon, Dr. Hunt quoted 
from the annual report of the St. Lawrence State Hos- 
pital for the year 1896: 

“It has been our experience during the past year that 
the tendency to commit old people is an increasing one. 
Advantage is frequently taken of the mental defect in 
worn-out members of families to dispose of them by com- 
mitment to a hospital for the insane, and especially if 
their own care is troublesome. 

“In former years it was very rare for a case of this 
nature to be committed to an asylum; but with the im- 
provement in our institutions and a corresponding in- 
crease of confidence in their management, the tendency 
is to burden them with all varieties of mentally defective 
persons that can be certified technically as insane.” 





Boudreau, N.Y.; Dr. Dale C. Cameron, Minn.; Dr. 
Thos. G. Caunt, B.C., Canada; Perry Evans, R.N., 
Mo.; Dr. Fanny T. Ginzberg, Iowa; Dr. Logan Gragg, 
Ky.; Dr. C. R. Jackson, Calif.; Dr. D. G. McKerracher, 
Sask., Canada; Dr. David P. Morton, Ind.; Dr. Leo P. 
O'Donnell, N.Y.; Dr. Francis J. O'Neill, N.Y.; Dr. 
Thelma Owen, W.Va.; Dr. L. P. Ristine, Ohio; Dr. 
Wm. F. Sheeley, Minn.; Dr. Benjamin Simon, Mass.; 
Dr. Cecil Wittson, Neb.; Father E. J. Zizka, La. 





Participants: Dr. H. E. Andren, Md.; Dr. Eugene N. 


Dr. Hunt provided what he described as “a statistical 
ray of hope’’ with regard to the magnitude of this prob- 
lem: 

“I was quite surprised last week when the statistician 
from our department in New York State told us that his 
data show that the great increase in numbers of geriatric 
patients admitted to state hospitals was during the period 
of the 1930's. Beginning about 1945 it has leveled off. In 
fact, while our gross number of admissions in this age 
group is increasing, the number relative to the number 
of such persons in the community has actually gone down 
a trifle over the past ten or twelve years.” 

Dr. Cameron called for information on what has hap- 
pened to the increment that used to come into the hos- 
pital. Has there been a compensatory increase in the 
number in nursing homes? Are more old people in their 
own homes? Or has there actually been a reduction in 
the number of people who have senile changes? 


Dr. HUNT and others feel that concrete statistical data 
are lacking, and that this is an area where more studies 
are indicated. In New York state there has been a notice- 
able increase in the number of nursing homes, and they 
are proving to be good business investments. Of course, 
he added, this period of leveling off of state hospital ad- 
missions has also been a period of material prosperity. 
This plays a significant part in determining how aged, 
non-contributing members of a family are cared for. 

One psychological basis postulated for the difficulty 
families have in dealing with the senile psychotic is the 
reluctance of children to command their parents. This is 
manifestly ludicrous when the “child” is now fifty years 
old and the parent non compos mentis. But such is the 
power of the conditioned reflex that it is frequently diff- 
cult for the grown offspring to assume authority in deal- 
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ing with the parent. For this reason, the intercession of 
a professional worker can often help resolve the situation. 


Earty CASE FINDING could be an effective weapon against 
senile psychosis, providing for early treatment in a gen- 
eral hospital setting or treatment at home of physical 
disabilities that may progressively impair both physical 
and mental capacities. 

Dr. O'Neill's hospital has a pilot project which features 
intensive treatment of ambulatory female seniles. At the 
end of two years’ experience he cites rough figures show- 
ing the death rate in the treated group was 5 per cent, 
compared to 25 per cent in a control group. The release 
rate in the treated group was 25 per cent, while the 
release rate in the control group was 5 per cent. “We are 
ending up with the same number of patients in the 
hospital, actually, at the end of two years, but we are 
getting a lot of patients out of the hospital who formerly 
would have died there.” 

Based on a visit he had made to English hospitals, Dr. 
O'Neill said we had most to learn from their policy of 
utilizing a social work program to provide early case 
finding and treatment. He was impressed with the small 
number of seniles who go into mental hospitals there. 

“Our experience has been that, at least in New York 
State, we do not get the elderly patients until they have 
been sick for quite a long time and have very marked 
physical disability as well as a lot of mental deteriora- 
tion.” 

Another doctor related that he had once asked a 
psychiatrist what he should do for geriatric patients. 
“He gave me what I thought at the time was a facetious 
answer: “Treat them in middle age.” 

On reflection, the hospital superintendent realized that 
this was good advice. Programs of physical and psychi- 
atric care should begin before the disease process reaches 
its final stages. 

Minnesota is experimenting with a demonstration 
project where older people are enlisted in what is called 
a Geriatric Social Adjustment Center. These people are 
too sick to participate in Golden Age Club activities, but 
they are not hospital patients. One purpose of the experi- 
ment is to relieve families of the grinding responsibility 
of 24-hour care. At the Center there is an activities pro- 
gram which takes the disabilities of the aged into account 
and provides for socialization. At the same time, families 
are given counseling to assist them in the home manage- 
ment of these elderly patients. The oldsters are either 
brought to the Center by their families or called for by 
volunteers. The objective of the plan is to reduce the 
numbers of these people sent to hospitals and nursing 
homes. Not enough experience has been accumulated as 
yet to predict the effectiveness of this approach. 


A query arose as to whether family physicians view as 
interference the several plans calling for social workers 
and public health nurses to provide follow-up services for 
geriatric patients who have been returned to the com- 
munity. One answer was that the status of these people 
after leaving the hospital is considered similar to that of 
patients on convalescent trial visit. Another view was that 
the general practitioner, far from fearing interference, 
has a negative attitude toward follow-up and after-care. 
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Too often this is based on the physician’s discourage- 
ment with what he can do for the patient. Mental hos. 
pital physicans on the other hand show an increased ap- 
preciation of what can be done for the elderly through 
an all-out attack on all physical disabilities. 

One doctor said: “We feel continuous medical super- 
vision is the most important factor in treating geriatric 
cases. We have had rather good results taking our pa- 
tients immediately to the infirmary and giving them a 
very thorough examination first, and very thorough physi- 
cal treatment. As soon as their physical condition has 
been brought under control, we put them on different 
forms of specialized therapy.” 

Observations about the proportion that physical con- 
ditions rather than mental contribute to the total prob- 
lem are largely random. But the question suggests itself 
to all concerned with the subject, and the group agreed 
that more studies should be made on this topic. 

Tied to the twin questions: “Is it predominantly physi- 
cal? Is it predominantly mental?” is the further one: 
“Can these patients really be reached with psychiatric 
care?” No one recommended individual psychotherapy 
but some supported the usefulness of group psycho- 
therapy, with the warning that “the going is slow, per- 
haps three times as slow as with other patients.” 

One ingredient in any program that spurs recovery of 
these people is attention. This may be supplied by doc- 
tors, nurses, or aides. Several instances were cited where 
the rate of recovery slowed when this ingredient was 
withdrawn. 


Hoserrats report some good results with various forms 
of somatic and drug therapies. Many suggestions were 
raised about special precautions which must be observed 
to prevent fatal results, as is pointed out in the medical 
literature on this subject. 

Dr. Jackson offered what he called “four more pieces 
in this jigsaw puzzle” which he saw as necessary: 1. Diet: 
The food intake of these people is a very important ele- 
ment in their sustenance and therapy. 2. Nursing Care: 
This should include special attention to bowel function. 
Measures should be taken periodically to prevent consti- 
pation, or fecal impaction. 3. Occupational Therapy: 
Patients should become accustomed to doing something 
they can continue doing at home—sewing, finger paint- 
ing, or some other activity that will keep them busy. 
4. Social Case Work: A social worker should be brought 
into the case to get the patient out of the hospital, by 
legal means if necessary. 

Dr. Gragg in Kentucky has developed a geriatric ad- 
mission unit, separate from the primary admission unit. 
One feature of this unit is that men and women patients 
have separate dormitories but share a common day room. 
He thinks this co-educational living arrangement is 
beneficial. 

Other doctors with experience in administering similar 
mixed groups said it is desirable for new admissions, 
but warned it is difficult to establish such a plan with 
patients who have long been hospitalized. In the latter 
case it should be done gradually, for certain reactions 
can be anticipated if large groups accustomed to dif- 
ferent routines are suddenly thrown together. This refers 
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to patients with 20 to 60 years of institutional residence. 
Since these patients are senile, unorthodox personal 
habits may exist and these may have an adverse effect on 
persons newly introduced to their bizarreness. Move slow- 
ly and selectively, and these problems can be handled. 
Once established, a male and female living arrangement 
might well offer a more normal environment that is 
helpful to senile patients. 


Tose WHO NOTED the wide publicity given the presi- 
dential address of Dr. Harry F. Harlow at the American 
Psychological Association’s annual meeting will recall 
that the subject of it was “The Nature of Love.” He 
described experiments with monkeys 
in which a terry-cloth towel, warmed 
by a light bulb within it and also 
equipped to supply milk, was sub- 
stituted for the animals’ mothers. He 
concluded the psychologists had engi- 
neered an object which made a better 
mother than the monkey mother. 


While the psychologists are busy 
plotting a pattern of infant care (well, 
infant monkey care) in which the sur- 
rogate supersedes the flesh-and-blood 
female, psychiatrists have not been 
idle in introducing synthetics into the 
care of the aged. Admitting he felt a 
little foolish in bringing the subject 
up, Dr. Simon nevertheless divulged 
the following account of how dolls 
have been added to the personnel ros- 
ter of his establishment in Massa- 
chusetts. 

“Here is something else. I am giving 
you this for what it is worth. Dr. Hunt 
wanted some hidden secrets. This 
sounds as foolish as possible. We had 
a woman in her eighties who was very 
agitated, untidy, and difficult to han- 
dle. Nothing we did helped. She came 
across a schizophrenic patient in her 
fifties whose family had given her a 
doll for Christmas. She wrestled the 
doll away from the schizophrenic. 
who, fortunately, was rather docile 
and let the older woman keep it. From 
that time on this woman became a 
first-rate patient. This didn’t happen 
overnight, of course. But bit by bit 
she improved until she was able to go 
home. And she took the doll with her. 


te 
‘Ar THE BEGINNING we had a lot 
of analytic fantasies about what this 
meant: return of her youth; having 
children again; and so on. But as she 
got better her memory improved. Her 
communicativeness became normal. 
She told us what this meant, at least 
to her. It was not a symbolic thing at 
all. She knew that it was a doll baby, 











but it was something close, something near-human that 
she could have with her. And she became attached to it. 
She always recognized it was a doll. 

“Whereupon we purchased a supply of dolls and 
handed them out. And we found other patients in this 
age group who responded in a similar way and improved 
a great deal with this curious little companion. This 
happened with all but those who were quite old and who 
were schizophrenics to begin with. To them the doll had 
no meaning and had no therapeutic benefit. But with the 
straight senile who had had a reasonably normal pre- 
psychotic life, in several instances these dolls were bene- 
ficial.” 


LASTS 3 OR 4 TIMES LONGER THAN ORDINARY DRESSES 


The Briell-Rodgers Institutional Dress 
a has been tested and proved to last 


a 3 to 4 times longer than ordinary 


dresses. This statement was made by 
Institutions that tested this dress. 
Proof of this statement can be fur- 
nished. 


You will like the benefits of- 
fered in this dress. 


(1) Material, construction and styling 
designed to stand the stress of 
institutional wear and laundering. 


(2) Assortment of styles and prints to 
assure a good variety. 


(3) Special buttons to eliminate the 
high cost of button breakage and 
loss in laundering. 


(4) Belt of same material, and se- 
cured to dress to prevent loss. 


(5) Special seams with safety stitch to 
eliminate raw edges. Full 2’ hem, 
sewed with lock stitch machine. 


(6) Special labels for institution in- 
formation sewed in dress. 


Sample dresses will be furnished 
on request. Write today for sam- 
ples and specification of dresses. 


BRIELL RODGERS COTTON GOODS CO. 


(Established 1913) 
COTTER, ARKANSAS 
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“Dp ] a Clinically confirmed 
epro in over 2,500 
documented 
case histories ** 


CONFIRMED EFFICACY 


Deprol ® acts promptly to control depression 
without stimulation 


m restores natural sleep 
& reduces depressive rumination and crying 


& often makes electroshock unnecessary 
Alexander reports 57% recovery within 


an average of eight weeks.’ 


DOCUMENTED SAFETY 


Deprol is unlike amine-oxidase inhibitors 


& does not adversely affect blood pressure 
or sexual function 


P causes no excessive elation 
& produces no liver toxicity ne 
> does not interfere with other drug therapies '** 40*¢ 's ? tablet 


q.i.d. When necessary, 
P ° ° this dose may be grad- 
Deprol is unlike central nervous stimulants ually increased up to 


e ° 3 tablets q.i.d. 
& does not cause insomnia 
Composition: Each 


& produces no amphetamine-like jitteriness tablet contains 400 
é mg. meprobamate and 

®& does not depress appetite 1 mg. 2-diethylamino- 
. ? ethyl benzilate hydro- 

> has no depression-producing aftereffects chloride (benactyzine 


: : HCl). 
® can be used freely in hypertension and Gaentiet: Metin of 


in unstable personalities 50 scored tablets, 


1. Alexander, L.: Chemotherapy of depression—Use of meprobamate combined with benactyzine (2-diethylaminoethy! benzilate) 
Treace-manx hydrochloride. J.A.M.A. 166:1019, March 1, 1958. 2. Current persona! communications; in the files of Wallace Laboratories. 


€o-7088 Literature and samples on request i WALLACE LABORATORIES, New Brunswick, N. J. 





Application of Research Findings 
to the Hospitalized Epileptic 


Research in the use of drugs and in the more accurate diagnosis 
of epilepsy has made more specific treatment possible. 


Discussion Leader: 


fines HisTorY of institutional care for epileptics is inter- 
woven with the history of mental hospitals. Prior 
to about 1860 all institutionalized epileptic patients were 
taken care of in mental hospitals, either for the mentally 
sick or for the mentally defective. 

About this time, a special institution for epileptic pa- 
tients was established in Germany. This supposedly 
simulated a normal community, having constructive 
occupational and recreational facilities. It grew in size 
from a few hundred people to a few thousand. Its very 
apparent success was attractive to American hospital ad- 
ministrators and the pattern was followed in this country, 
many states setting up epileptic colonies. 

Because of the inadequacy of medical therapy at the 
time, there is no doubt these colonies served a need. But 
as information about medical control of seizures grew and 
treatment became more effective, the usefulness of the 
colonies was questioned. In the past ten or fifteen years 
many states carrying out studies of the epileptic popula- 
tions of the institutions found them comprised primarily 
of individuals with mental deficiency. Psychotic people 
with seizure disorders made up only a small part of the 
total. On the basis of these appraisals the pendulum 
started to swing in the opposite direction. Epileptic 
colonies were disbanded. Hospitalized epileptics were 
channeled to institutions caring for the mentally sick 
and mentally deficient rather than those specifically cater- 
ing to the seizure problem. Many states have developed 
epilepsy projects providing direct services to patients as 
well as educational programs for lay and professional 
groups. 


Dr. YAHR noted that Ohio, California, and Michigan 
had been in the vanguard in developing such commu- 
nity aids. He himself was associated with the New Jer- 
sey program, where traveling clinics were established. 
In addition to medical personnel trained in epilepsy and 
in electroencephalography, each clinic was staffed by a 
psychiatric social worker, a person trained in the edu- 
cational field, a person with skills in work evaluation 
and employment, and a vocational guidance counsellor 





Participants: Dr. Charles K. Bush, D.C.; Dr. Charles 
Durtn, Mich.; Dr. Richard M. Free, Ind.; Dr. Milton 
Kibbe, Va.; Dr. G. W. Kleinschmidt, Okla.; Dr. T had- 
deus P. Krush, Neb.; Dr. Benedict Nagler, Va.; Mar- 
tina Nelson, R.N., Mo. 
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DR. MELVIN D. YAHR 


trained in rehabilitation. Direct services to the patient 
were only part of the contributions made. Interpreta- 
tion of the problem of the epileptic to citizens in the 
community, particularly possible employers and school 
leaders, has now been carried out by these clinics for 
five years. Educating this public to the concept that 
the seizures of the intelligent epileptic can be controlled 
medically has had a tremendous impact on communities. 
Even allowing for limitations arising because not all 
seizures are completely controlled, acceptance of the 
epileptic has grown enormously. 


Dx NAGLER reported Virginia has had a traveling clinic 
for ten years. This stems from the University of Vir- 
ginia, and travels to small towns throughout the region. 
Primarily it serves as an advisory clinic to family physi- 
cians. Patients are seen only on referral by their com- 
munity doctor, who receives consultation on treatment. 
This service is sponsored partly by the Association for 
Handicapped Children, partly by the Children’s Bureau. 
However, Dr. Nagler saw need for much more to be done, 
particularly in the area of educating the public and 
attacking the problem of employment. 

Dr. Bush related his experience several years ago in 
Illinois when state laws relating to epileptics were being 
reconsidered. At the time he was Superintendent of 
Dixon State Hospital. Originally started as a colony for 
epileptics, it had evolved into a hospital designated for 
the care of epileptics from all over the state and mentally 
retarded patients from the northern half of the state. 

Epileptics at this time were committed to the hospital 
by law, and numbered some 500 out of a total population 
of about 5,000. The hospital was surveyed to determine 
if there was need for this special type of law governing 
the commitment of epileptics. Dr. Bush found that 1,300 
of the hospital patients had seizures—in other words, 800 
people who had been committed, not as epileptic, but 
as mentally deficient, were having seizures. Next, he 
determined how many of the 500 patients committed as 
epileptic were of normal intelligence, and found that 
there were between 60 and 65. Obviously, then, there 
was no need for a state law to cover 60 or 65 people, and 
it was decided that epileptics with normal intelligence 
would be committed to a mental hospital, probably only 
long enough to get their seizures under control. Thence- 
forth patients with epilepsy and mental deficiency would 
be committed as “mentally defective.” Dr. Bush said he 
believes this solution has worked out very well. 
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Dr. Yahr, not a psychiatrist, is associated with the 
Neurological Institute in New York City, and is also 
Associate Professor of Neurology at Columbia Univer- 
sity. He brought to the discussion many sage observa- 
tions from his wide experience in research and clinical 
treatment of the disease. Some of the highlights of his 
remarks were: 


Eruersy does not refer to a disease entity but to a 
symptom complex. The causes are many, and the pres- 
entation of form quite diverse. We might say in defining 
this disorder that it is characterized by periodic transient 
episodes of alteration in the state of consciousness which 
may be associated with convulsive movements and /or 
disturbances in feeling or behavior. In this definition, 
he said the key phrases are periodicity, tendency to recur 
and alterations in consciousness. He pointed out that 
a wide variety of clinical manifestations thus come under 
the heading of epilepsy, since the convulsive phenome- 
non may be prominent in a long list of conditions and 
diseases of the nervous system and, in many instances, 
unrelated structures of the body. 

In the past two decades there has been considerable 
progress in the development of diagnostic techniques 
and methods of approaching treatment—both medical 
and surgical. However, he said, in almost 75 per cent 
of our patients with seizure disorders we still don’t have 
a known cause. 

Until this is actually defined, treatment is primarily 
going to be a symptomatic one, treating the patient's 
symptom in regard to the type of seizure phenomena 
that he presents. —TTwo methods are primarily available. 
The first and more important of these is the use of anti- 
convulsive medications. The second, which applies only 
in certain special cases, is a surgical technique. With one 
or the other of these two methods most clinics are able 
to report from 75 to 85 per cent control or marked 
reduction in seizure frequency in most patients. 

Turning to the hospitalized epileptic patient, Dr. 
Yahr felt that doctors in institutions would have the ad- 
vantage of greater familiarity with the medical history 
and response of their patients. He said the institutional 
population of epileptics might be expected to fall into 
three categories: (a) Patients whose seizures are very 
severe, very frequent, and unaffected by medication. 
These would account, by statistics reported in the treat- 
ment clinics, for about 15 per cent of the epileptic popu- 
lation. (b) Patients whose seizure disorder is associated 
with some severe personality defect necessitating inpati- 
ent hospital care. (c) Patients whose disease process is 
producing such severe physical or mental handicaps that 
they are unable to function in the community, regard- 
less of the state of their seizure disorders. 

Unfortunately, he conceded, mental hospital adminis- 
trators do not find all of their “epileptic” patients limited 
to these categories. There is still a great deal of mis- 
understanding about the nature of convulsive disorders 
and not infrequently commitment is accomplished 
merely to provide restrictive custodial care. 

Pressed for views on the applicability of surgical tech- 
niques, Dr. Yahr indicated his approach to this would 
be very, very conservative. His expectation of success 


would be similarly limited. At one point he said: “I 
don’t think the answer to the epileptic patient's seizure 
phenomena is going to come from surgery. It is going 
to come from defining the metabolic brain defects that 
produce seizures, and in some way rectifying these meta- 
bolic disorders.” 

While he sees this as the future hope, he did not hold 
out any promise of an immediate, push-button answer. 
Even with the impetus given by federal assistance through 
the National Institutes of Health, research is tedious, 
expensive, time-consuming and not always rewarding. 
However, data are accumulating, and he foresees eventual 
reports of success coming from the work now being done. 

Dr. Krush asked Dr. Yahr what he could say about 
the specificity of a particular drug for a particular type 
of seizure. 


Recarune the many years of research effort which have 
gone into this fight for knowledge, since the introduction 
of Dilantin gave us our first and still one of the most 
potent anti-convulsant drugs, Dr. Yahr said literally 
thousands of medications have been screened. While 
laboratory tests with animals gave great hope, unfortu- 
nately these did not prove out in clinical tests with 
humans. There is some loose correlation between knowl- 
edge gained in the laboratory and clinical application. 
But this still has to be validated by whoever is testing 
these drugs for the seizures for which he feels they are 
effective. This leads to a great deal of confusion because 
everyone does not agree on what petit mal is, what 
psychomotor seizures are, and what a grand mal attack is. 

“You must remember you can have any fragment of a 
grand mal attack,” Dr. Yahr continued. “And what one 
physician may call a small grand mal attack might be 
called a petit mal attack by another. If a particular drug 
is reported good for use in cases of petit mal, you may 
find the drug is not effective when you test it with your 
criteria for petit mal. 


Sunaarizinc his attitude, Dr. Yahr concluded: “The 
older anti-convulsants are still our basis for treating 
seizure disorders. The new medications are the drugs 
that should be used only when the old medications do 
not prove themselves effective. And I think if there 
has been any advance in drug therapy in the past ten 
years, it hasn’t been so much in the introduction of new 
medicines as it has been in consolidating our informa- 
tion on the technique of using the older medications. 

“This isn’t a matter where you can prescribe a pill and 
say, ‘Go ahead and take it and if it works, fine; if it 
doesn’t we will try another pill.’ This is a constant, 
long-term proposition of trying medications to their 
maximum effect, reducing them, adding another medica- 
tion, pyramiding one on top of the other until you find 
some combination of drugs that will be effective for this 
particular individual. And it is a long-term proposi- 
tion, especially in patients that you will come in contact 
with in hospital situations, to try all of the medications 
in their proper dosages and combinations before you can 
say, This patient is resistant to drug therapy.” 

He added a word of caution against using new com- 
pounds indiscriminately before there is full knowledge 
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about their toxicity and dosage based on careful experi- 
mentation. 

Dr. Yahr spoke frequently of the value of the electro- 
encephalograph as a research tool, but when references 
were made to detection of changes in behavior through 
EEG readings, he urged a temperate approach. 

“I am not certain what the electroencephalogram 
means many times,” he said. “You can go out and take 
a hundred normal people, normal at least in terms of 
personality, and not having seizure disorders, and run 
electroencephalograms on them and you will come up 
with a fair percentage of people who have abnormal 
electroencephalography. You can run electroencephalo- 
grams on fairly severe epileptic patients in terms of very 
frequent seizure disorders and you will come up with 
normal electroencephalography. The correlation here 
is occasionally quite hard to understand. Many per- 
sonality defects that we see in youngsters correlate with 
abnormalities in their electroencephalography today 
which are not reproducible tomorrow. Certainly this is 
not a fixed pattern. I am not trying to run down electro- 
encephalography. I think it has its place. I think it is 
an interesting tool, one we all use. But it must be cor- 
related with clinical facts and with other features of the 
patient's state. In and of itself it is not a criterion that 
you can use for any real diagnosis; it is not of real value 





just used alone. I would sound a word of caution as to 
what EEG means, especially in children.” 

In a discussion of psychiatric care of the epileptic, 
agreement was reached that this assumed both medical 
and psychiatric treatment. Several psychiatrists reported 
experience with particular personality types among their 
epileptic patients, adding that this profile was perhaps 
a result of the epileptic’s rejection by society and difficul- 
ties in getting employment. 

Dr. Bush hypothesized that the paranoid ideation of 
these patients may well be brought on by the experience 
of their seizures. Not recalling these, yet often suffer- 
ing some injury which they are later at a loss to under- 
stand, they build up their own explanation. This is apt 
to create a pattern of thinking that “someone” has in- 
jured them. He feels it is difficult to help epileptics gain 
insight into their psychological problems. Dr. Dunn, from 
Michigan, agreed that there is an “epileptic personality,” 
and that psychiatric measures can be effective. 

Dr. Yahr concluded the session on this note: Epilepsy 
is a physiological disease. Like all physiological dis- 
eases, it is tremendously affected by emotion in its fre- 
quency and intensity. Patients may receive both drug 
therapy and psychotherapy simultaneously. One does 
not preclude the other. 


The Mentally Retarded—A Community Responsibility 


The community has never accepted its share of responsibility for the rehab- 
ilitation and utilization of mentally retarded individuals. Educational 
and vocational centers at the community level might lessen the burden 
on institutions by making these people partially self-sustaining. 


Discussion Leader: DR. PETER W. BOWMAN 


TT COMMUNITY today is more aware of its responsi- 
bility toward the mentally retarded than we psy- 
chiatrists are,” Dr. Bowman charged his colleagues. 
Statistically, he said, the problem is gigantic: There are 
between five and six million mentally retarded persons 
in this country, according to conservative estimates; 
nearly 150,000 are in institutions, with many thousands 
awaiting admission. Clinically, the syndrome is enor- 
mously complex: it has somatic, intellectual and emo- 
tional aspects of varying intensity and quantity; it has 
consequences for the prenatal months as well as for old 
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age; it presents elements of relative chronicity and, 
more rarely, of transience. Mental retardation is, there- 
fore, a problem of vast professional and multidiscipli- 
nary concern. 

Despite these facts and until rather recently, said Dr. 
Bowman, we have lagged far behind in utilizing modern 
psychiatric principles, new sociological insights and ad- 
vanced educational and psychological methods to deal 
with the problems. 

“Most psychiatrists have had no training whatsoever 
in mental retardation. I do not know of any graduate 
program for three-year residencies in psychiatry where 
the residents are required to affiliate with an institution 
for the retarded for at least six months. (There are 
some programs where affiliation is optional.) 

“When I completed my training in child psychiatry 
some years ago in Boston, my fellow residents and I had 
but the vaguest notion of what constitutes mental re- 
tardation. I now realize that we knew much less than 
do many well-informed lay people and legislators. Our 
entire two-year training program included but one visit. 
lasting five hours, to an institution for the retarded. 
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“I have met internationally known authorities in psy- 
chiatry who were more or less misinformed about the 
diagnostic and treatment potential of mental retardates 
and thought them pretty hopeless cases. 

“There is not even suihcient insight among many of 
our colleagues that today the hospitalization of mentally 
retarded persons is the result of a psychiatric, medical or 
social emergency, and that, therefore, our primary aim 
is to treat the psychiatric or medical disabilities, and 
attempt to overcome the social difficulties so that we can 
reintegrate our patients into the community as soon as 
possible.” 

Touching on another problem of community import, 
Dr. Bowman asked the group what scientific criteria 
prevailed concerning eugenic sterilization of mentally 
retarded persons. He said he understood that one mid- 
western state sterilized all mentally retarded patients who 
were discharged. In another state institution, the pa- 
tients are selected for sterilization by a so-called psychol- 
ogist, whose sole preparation for his job consists of a 
bachelor’s degree from a liberal arts college. His choices 
are voted upon by a board of trustees composed of lay- 
men and one general practitioner. 

Several of the doctors present expressed shock that 
such things were permitted to happen. One said that in 
most states where sterilization is used, it is done only 
after very careful consideration by experienced physi- 
cians. Such gross mishandling as was described is sub- 
ject to legal action, he added. Another said he frequently 
receives questionnaires asking how many patients a year 
he sterilizes; his reply is that he has not done any be- 
cause he has found no reason to. 

Dr. Bowman expressed regret that there is still no 
section on Mental Retardation at the A.P.A. Annual 
Meeting. In fact, only recently have the professional 
organizations formed committees on mental retardation: 
the G.A.P. established one in 1956 and the A.P.A. fol- 
lowed suit in 1957. He voiced the hope that organized 
psychiatry would take further steps to stimulate interest 
and training in the field, and that present deficiencies in 
the A.P.A. standards regarding personnel and facilities 
for institutions for the mentally retarded would soon be 
amended.* 

Dr. Cecil Wittson added a note of optimism to what 
he termed Dr. Bowman’s “very realistic pessimism.” The 
Nebraska Psychiatric Institute already has an extensive 
teaching and research program in mental retardation 
underway, and hopes to expand it even further. A 
special research unit is being constructed at the Insti- 
tute for this purpose. One of the current studies is a 
pilot screening unit where all Nebraska children under 
six years of age who are considered mentally deficient 
are evaluated and, when indicated, admitted for treat- 
ment. Dr. Wittson said that having this work going on 
at the Psychiatric Institute, on the campus of the state 
medical school, has attracted the interest of other medical 


* The A.P.A. Committee on Standards and Policies of 
Hospitals and Clinics is reviewing a more explicit set of 
personnel ratios to include in Part IV: Hospitals and 
Schools for the Mentally Defective, of the published 
Standards. 


disciplines. Thus, he said, Nebraska looks forward to 
developing quite an extensive program of research in 
this area. 

Virginia, too, is progressing in this direction, Dr. 
Benedict Nagler reported. Residents in neurology trom 
the University of Virginia medical school will spend 
three months at his institution and he hopes a similar 
arrangement can soon be made for psychiatric residents. 
Also social workers spend a day at the medical school 
to become at least acquainted with the problems of men- 
tal deficiency. 

Dr. Nagler said he finds that interest in mental retarda- 
tion is quite widespread when the subject is properly 
approached. A conference on research and training of 
professional personnel in the field was held in Virginia 
last fall and it attracted 450 participants. They included 
not only persons engaged in the field, but also a numbe1 
of psychiatrists and heads of neurology departments from 
medical schools. 

Semantics can play a part in the amount of support 
that institutions for the retarded receive, noted Dr. 
Walter Rapaport. California found that when its col- 
onies and schools were redesignated as hospitals, they 
were able to get larger appropriations and more medical 
staff. “When legislators think of a school, they think 
of teachers,” Dr. Rapaport said. “When they think of a 
colony or home they think of housekeepers or caretakers. 
But when they think of a hospital, they think of physi- 
cians. 


Tue REQUIREMENTS for physicians are the same in all 
California institutions, he added. Training in mental 
retardation is given at Langley Porter Neuropsychiatric 
Center in San Francisco, and may be started at U.C.L.A. 
in the future. 

Kansas is making an effort, through the Menninger 
Foundation, to give all psychiatric residents at least a 
week's orientation in an institution for the retarded. 
Externs from Kansas University Medical Center get a 
month's orientation, said Dr. Benjamin Goldberg. 

Limitless opportunities await the psychiatrist who 
wants to work with mentally retarded children and 
adults, Dr. Goldberg claimed. His institution uses all 
of the treatment modalities, including individual and 
group psychotherapy. He does not feel, however, that 
all retarded patients need be treated by psychiatrists. 
Other disciplines also play an important part in this 
field, and if the institutions are designated solely “hos- 
pitals,” these people are going to feel left out. The solu- 
tion, he believes, is to term them “hospitals and training 
centers” to keep the other disciplines in the picture, 
without relinquishing psychiatric leadership. 

Dr. R. H. Anderson said it is vital that hospitals for 
the retarded be fully integrated into the state hospital 
system. Recognition for the field is terribly important, 
he said, and unless the hospitals for the retarded are 
given the same attention in budgets and staffing as the 
mental hospitals, they are going to be among the “have- 
nots” of the program. He mentioned that a recent 
staffing survey in California revealed a need for a higher 
ratio of psychiatrists and other physicians in the hos- 
pitals for retarded than in the hospitals for mentally ill. 
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“Until we have adequate staff”, he said, “we are not 
going to attract other professionals who will bring these 
hospitals proper recognition.” Affiliation with universi- 
ties and development of research projects are important 
factors, and the responsibility is largely on the hospital 
administration to develop a program and staff that justify 
recognition. Until this is accomplished, Dr. Anderson 
said, the university people are not going to offer to set 
up research and training programs in the institution. 

Mrs. Anna Scruggs of Oklahoma pointed out that 
community aid is a two-way proposition. “We cannot 
expect outsiders to help us unless we are willing to be 
helped and to give our share,” she said. “The institu- 
tion certainly must open the door and let medical stu- 
dents, teachers, psychologists and social workers come in. 
We have to ask for help or we are not going to get it.” 

If institutions for the retarded are to be called hos- 
pitals, just what type of structure is envisaged? Will 
they have pediatric departments and other special units 
to take care of all the problems that arise in the patient 
population, right up to the geriatric cases? Will they, 
in short, be hospitals in the full sense of the word? 

These questions were posed by Dr. Benjamin Simon, 
who said his observation was that psychoses in the men- 


THE NUMBERS GAME 


bbe the Tenth Mental Hospital Institute was the | 
largest ever, in spite of the 29 people who registered | 
in advance and cancelled out. (We're going to devise | 
| some form of penalty for people who do this in 1959.) 
Altogether, 473 people attended—6 more than in 1957, | 
which up to now has held the record for attendance. | 





| 


Of these people, only 155—about one third—spoke 
out in open session, possibly because six or eight people | 
spoke at least eight times each; one or two more were | 
moved to speech twelve times; and one energetic plu- 
| ralist expressed his feelings 24 times during seven dif- 
| ferent sessions! 

We don’t deny that what these people said was of | 
considerable interest and value, but we'd like to have 
heard more from those whose pearls of wisdom fell | 

mostly unheard in the corridors between meetings. 


| 

Psychiatrists made up the largest group of those at- | 

| tending—251 of them came. The business managers 

numbered 97—the highest attendance yet for hi | 
group—and the nurses came 50 strong. Psychologists, 

| chaplains, social workers, activity people and directors | 

| of volunteers represented most of the remaining 75. | 


Out of 49 states (Dr. “Alaska” Smith was one of the 
most active Commissioners present) only Idaho and | 
Montana were missing. Hope we shall see representa- 
tives from these states next year. Commissioners or 
their equivalents came from 29 states. From six Cana- 
dian provinces came 21 of our Canadian friends, in- 
cluding the Honourable Wesley D. Black, Provincial | 
Secretary of British Columbia. 
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tally retarded tend to be transient. (Dr. W. E. Prichard 
had noted earlier that his experience was that, in about 
85 per cent of the cases, emotionally disturbed retardates 
became stable in from three to six months in a well 
regulated training program.) Dr. Simon said he felt that 
psychiatric care was an important part of the rehabilita. 
tion program of an institution for the retarded. One of 
the problems he used to find when he worked in a state 
hospital was that when patients from the state schools 
were brought in for psychiatric care there was great dif- 
ficulty in getting them back to the school when they had 
recovered from their disturbance. 


Da murray BERGMAN parried Dr. Simon’s questions by 
saying that before we talk about mental retardation and 
community responsibilities, the type of facilities and 
programs which are needed, we must define mental re- 
tardation. If it is regarded as a condition of limited 
intellectual capacity, three distinct patterns are evident: 
it may be primarily a medical, a behavioral or a social 
problem. The first group consists of cases who have 
definite physical defects and whose mental deficiency is 
usually severe. “This group is no problem,” Dr. Berg- 
man said, “because they are accepted by the medical pro- 
fession and their defects are the subject of much medical 
research.” 

The second group consists of retardates who present 
behavioral and emotional problems. Quite a few psychia- 
trists and other medical men, particularly pediatricians, 
are interested in this group, Dr. Bergman said. He him- 
self feels that these patients should be considered a part 
of psychiatric practice and should be cared for in psychi- 
atric institutions. 

The third type, the social problem, is perhaps the 
largest group and the most neglected. These are people 
of limited capacity who remain in the community but are 
accepted only if they are working, only if they are in 
certain localities. State institutions do not want them; 
they feel it is a responsibility of the community to look 
after these people. But in the community neither the 
psychiatrists nor the social agencies want to work with 
them. Clinics might see them and make a diagnosis of 
mental deficiency, but do not want to treat them. The 
schools do not want them either; there is no program for 
them. 

“Now, why aren’t these people accepted? I think it is 
a simple problem of acceptance,” Dr. Bergman said, and 
went on to answer his own question by saying “the trou- 
ble seems to be that nobody knows how to classify them, 
knows why they are called mentally retarded or what 
can be accomplished with them. He feels that if the edu- 
cators, the clinics and the social agencies would do some- 
thing for them, these people would not be the social 
problem they are today. 


Ix ILLINOIS, said Mr. Willard Couch, the state set up 
a commission to study the needs of the retarded. It is 
composed of members of the General Assembly and rep- 
resentatives of all interested agencies, such as the state 
educational system, the state medical association, the 
University of Illinois Institute for Research in Excep 
tional Children, and the United Cerebral Palsy Associa 
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tion. There are obvious gaps in all of the existing pro- 
grams, Mr. Couch said, and there is a real need for a 
stronger community program. The institutions are con- 
siderably overcrowded and there is a sizable waiting list, 
which to some extent could have been alleviated by a 
community program. 

The commission has recommended several solutions. 
One is to have small institutions located about the state 
which will be available for counseling and diagnosis to 
community agencies. Additional day care programs are 
needed to supplement those now sponsored by the Coun- 
cil for the Mentally Retarded and those in public schools. 
Mr. Couch said that Illinois will draw upon the experi- 


usually the determining factor of what proportion of 
higher and lower grade retardates is sent to the state 
institutions. This comment was made by Dr. Donald H 
Jolly, who noted that you cannot regard the mentally re- 
tarded as one kind of individual who can be dealt with 
in some single way. 


Menrat vericiency is a multi-faceted problem which 
requires a corresponding variety of facilities and ap- 
proaches. He would like to see a continuum of facilities, 
ranging from day care centers and special school classes 
through to residential units, with reciprocal flow among 
them as the needs of the retarded individual require. 





ence of Delaware, where state-spon- 
sored day classes for trainable retard- 
ates are held throughout the state. A 
third solution is to have the com- 
munity psychiatric clinics extend more 
services to the mentally retarded. 

“This brings up the question of how 
many different and separate commu- 
nity facilities we should have for men- 
tally retarded children,” Mr. Couch 
said. “Should we have clinics espe- 
cially for the mentally retarded or | 
should not the clinic psychiatrists who 
are trained in child psychiatry be a lit- 
tle less parochial and take on those 
patients who come in with an LQ. 
below 100? I think we have to spread 
ourselves a little bit across the exist- 
ing agencies, rather than duplicating 
services.” 

Minnesota has taken steps to get 
community programs organized to 
take some of the burden off the state 
institutions, said Dr. Dale Cameron. 
A demonstration project, supported 
by the U.S. Children’s Bureau, is en- 
gaged in case-finding and in develop- 
ing local resources in a four-county 
area. The project employs a pedia- 
trician, a psychologist, two social 
workers and a public health nurse. 
They are helping the communities set 
up day care centers, nursery schools, | 
special classes in public schools, par- | 
ent discussion groups and orientation 
programs for general practitioners. 

Their task with the schools is aided 
by two laws passed at the last legisla- 
tive session. The “Mandatory Law” 
requires every public school in Minne- 
sota to provide special classes for the 
educable retarded, while the “Permis- 
sive Law” allows any school district 

























to establish classes for trainable re- Gat. 

tardates. The state gives financial Bat 
° : . ‘e 

assistance to the school districts for ists Hf 
‘a siuie 

these programs. fesse 


The degree to which special class 
facilities of this type exist in a state is . 





ANOTHER PROVEN SUCCESS! 


Leading administrators in government institutions test 
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Psychoanalytic Contributions 


to Treatment Programs 


in Mental Hospitals 


How to recruit and use university faculty and psychiatrists in private 
practice (most of whom are analysts) for assistance in training 
programs and service to patients in state mental hospitals. 


Discussion Leader: Dr. ALFRED PAUL BAY 


~ ince 1953, when Dr. Kenneth Appel was President of 
the American Psychiatric Association and Dr. Ives 
tfendricks was President of the American Psychoanalytic 
Association, efforts have been made on an organized basis 
to further cooperation between psychoanalysts and men- 
tal hospitals. Both organizations set up machinery to 
work toward this. 

The American Psychiatric Association undertook a 
survey of public mental institutions to see how many 
were using psychiatrists in private practice, how they 
were using them and what obstacles, if any, there were 
to using them. 

This survey was quite revealing, Dr. Bay said, because 
the very objections that some institutions raised to using 
outsiders were being met by other institutions. For in- 
stance, one hospital would report, “We can’t get con- 
sultants from the outside because we are three miles out 
of town.” On the other hand, in Salt Lake City they use 
consultants from San Francisco. So distance is a relative 
thing. 

Again, there were some instances where institutions 
said, “We can’t afford to pay fifty dollars an hour, or 
something like that.” But it was found that many insti- 
tutions had consultants who were paid only ten, twelve, 
or fifteen dollars an hour; some were even getting them 
on a volunteer basis. So there seemed to be few really 
valid excuses for not involving psychiatrists from private 
practice and from universities. 

Meanwhile, the American Psychoanalytic Association 
made a survey of all the practicing analysts in the coun- 
try and found that a great many of them were perfectly 
willing to do some teaching or some other work. A basic 
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consideration was that they wanted to know what it was 
they were being asked to do! 

As a result, four forums of discussion were suggested: 
two at annual meetings of the American Psychiatric Asso- 
ciation, and two at Mental Hospital Institutes, to discuss 
problems of using the services of psychoanalysts who are 
not staff members in hospitals.* 


Assurepty the distribution of the small number of 
psychoanalysts is such that the very mention of the spe- 
cialty conjures up entirely different images to the man 
from Bangor and the man from Boston. For almost all of 
Boston Psychopathic Hospital's senior staff members are 
psychoanalysts, and 20 or 30 other psychoanalysts are em- 
ployed on a part-time basis. Mention of such a staff seems 
like pure euphoria to a state which stops its count of 
psychiatrists (not analysts) at seven; this for an area of 
33,000 square miles. 

But, as Dr. Bay pointed out, there are ways to 
overcome distance. Advocates of air transportation argued 
distance was no barrier (build an air strip at the rural 
hospital); there were suggestions that closed-circuit tele- 
vision could be used; and Nebraska was reported using 
a system of telecommunication to carry seminars to a 
three-state area. 

Dr. Dale Cameron said there are four important fac- 
tors to consider in getting consultants. Not subscribing 
with unlimited enthusiasm to the premise that distance 
is no longer a factor, he listed availability within a travel- 
time of one-half hour to two hours as number one. 

Second, the cases seen by the consultants, or other 
activities in which they are asked to participate, must be 

* At the A.P.A. Council Meeting on November 21st 
and 22nd, the Ad Hoc Committee on Education in Public 
Hospitals submitted a recommendation that the A.P.A. 
Central Office keep on file the names of psychoanalysts 
willing to serve public hospitals on a consultant basis, 
and to make this information available to superintend- 
ents on request. Council approved the recommendation, 
and an announcement of the availability of this informa- 
tion will be made in due course. 
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U 
J went out...only U returned 


If applied to an army patrol, those figures would be disas- 
trous. But—referring to schizophrenic patients discharged 
from a mental institution after years of confinement—they 
are outstanding. 

A recent follow-up study* of 67 institutionalized schizophren- 
ics, many previously refractory to other therapy, showed 
these remarkable results with Pacatal: 

23 (or 34 per cent) were able to leave the hospital. Only 6 
had to return for further treatment. 


Pacatal, unlike some earlier phenothiazine compounds, calms 
without sedating. It normalizes the thinking processes of the 
disturbed patient, yet leaves him alert and cooperative. On 
Pacatal, patients ‘‘ became more accessible for psychother- 
apy and integrated more easily into the group.’’* Average 
dosage is 25 mg. t.i.d. or q.i.d. Literature available. 


99% 


Supplied : 25 and 50 mg. tablets in bottles of 100 and 500. Also 
available in 2 ec. ampuls (25 mg./ee.) for parenteral use. 


*Vorbusch, H.: Mepazine [Pacatal] in the Treatment of Psychiatrie Disorders 
with One Year Follow-up, in press. 
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of interest to them professionally. For example, interest- 
ing clinical material is a well-known drawing card with 
medical men; Dr. Cameron remarked that the large 
hospital presents a veritable museum of pathology. 

Third, the consultants want proper referral with sufh- 
cient information to define the problem at hand. Asso- 
ciated with this, they want an ongoing mechanism to 
assure that their recommendations are carried out when 
it is within the capability of the hospital to do so. There 
is nothing quite so discouraging as to find it necessary to 
repeat the recommendations of a week or a month ago 
because someone failed to follow them the first time. 

Finally, he said, the consultant usually wants to be re- 
imbursed for his time. “I am pleased to report that this 
is generally not the major motive,” he said. “In fact, 
many of our consultants are not paid, and would not 
come—regardless of the sum offered—unless the first three 
factors mentioned were satisfied. However, our consult- 
ants’ fees range up to one hundred dollars a day.” 


Fees for consultants may become sizable items in a hos- 
pital’s budget; a Missouri hospital reported spending 
$60,000 a year for all categories—not just psychoanalysts. 
Those whose budget makes such an item out of the 
question were given encouragement by Dr. Bay to feel 
that recruitment of a psychoanalyst on a voluntary basis 
is not entirely impossible. He cited valuable assistance he 
has received from Dr. Hugh Galbraith of Oklahoma City, 
who drives 610 miles every other week to serve at a state 
hospital without compensation. Thinking that it would 
be useful for others to know why a successful psycho- 
analyst in private practice would do this, Dr. Bay asked 
Dr. Galbraith for a statement and this is what he wrote: 

“For five years I served in a state hospital. During that 
time I commuted to a nearby city for work in psycho- 
analytic training. I learned to respect the efforts of the 
dedicated hospital group to the biggest and most im- 
portant psychiatric job in modern times. Doctors in 
private practice are by comparison highly paid, and do- 
ing a relatively socially insignificant job. Those with a 
social conscience will do everything in their power to 
help out in this important job. 

“Analysts are supposedly helped toward greater ma- 
turity by their analyses, and surely one of the manifes- 
tations of maturity is the possession of a social conscience. 
It follows, then, if analysts seem reluctant to help in state 
hospitals, because of their lack of information about 
them, perhaps they need to be re-educated as to the need. 

“What can psychoanalysts do? Because they know 
fewer patients more intimately, they can become more 
acutely aware of the importance of the individual, the 
tendency of formal diagnosis to obscure the individual, 
the relative importance of environment as the incubator 
of mental illness, and how it can be utilized in the pre- 
vention, mitigation and perhaps cure of mental illness. 

“They can become particularly aware of the evils of 
the impersonal approach which mass treatments are apt 
to encourage. If they are good teachers, they have a val- 
uable contribution to make to a young psychiatrist, and 
they can become a salutary influence around a state 
hospital.” 

Topeka State Hospital is fortunate enough to be able 


to draw on psychoanalytic specialists from three sources 
in its community: private practitioners in Topeka, the 
Menninger Clinic, and the Veterans Administration Hos. 
pital. Dr. Simpson described the many ways such consul 
tation is used in the hospital. 

Consultant psychoanalysts from the Menninger Clinic 
have worked at the hospital for the past nine years. Work 
they have done includes conducting case conferences for 
inpatients and outpatients; research in psychotherapy; 
supervision of group psychotherapy; conducting staff 
seminars; and psychotherapy with individual patients. 
They also give some staff training to special groups, such 
as nurses. 

When consultant psychoanalysts first began work at 
the hospital several years ago, they were used mainly to 
teach psychiatric residents. However, as time has gone 
on, there has been a shift toward their acting more and 
more as consultants to hospital staff psychiatrists. The 
hospital feels this has been useful in strengthening the 
training of staff men, who in turn pass on the benefits 
to residents. 

These Menninger Clinic people spend approximately 
100 hours per month at the state hospital, each consult- 
ant usually devoting two hours a week to the work. Since 
traveling time is only five minutes, distance is not a fac- 
tor. The consultations cost twenty-five dollars per hour. 
About $30,000 is budgeted for this yearly. However, this 
is by no means all that is spent on consultation, the total 
yearly amount running up to $60,000. 


Axseost all the consultants have, at one time or another, 
been on the staff of a state hospital or a Veterans Admin- 
istration Hospital, and consequently are conversant with 
the difficulties such large hospitals face. Most consultants 
feel this work gives them a sense of personal usefulness, 
as opposed to what is sometimes characterized as the 
“ivory tower atmosphere” of prolonged psychoanalysis. 

Topeka State Hospital also has an arrangement where- 
by four psychiatrists in private practice in the town may 
continue to see patients in the hospital if the patient's 
family wishes to employ them. Administrative super- 
vision of the patient rests with the hospital, and liaison 
is effected by conferences between the private psychiatrist 
and the ward physician. The doctor on the ward keeps 
the private psychiatrist informed of the developments in 
the patient's case, and the private physician, in turn, pro- 
vides the hospital with written reports on the case at 
regular intervals. 

In some instances, when psychotherapy cannot be 
scheduled for a hospital patient and the patient’s family 
wishes such treatment to start at once, a psychiatrist from 
outside the hospital may be employed. The state is not 
involved in financial arrangements for such treatment; 
the family pays the private consultant directly. 


Psychoanalysts are also invited to the state hospital 
when they come to Topeka as forum speakers for other 
groups. They may conduct conferences or special training 
sessions. Outstanding leaders in the field have been fre- 
quent visitors, since the state hospital is able to draw on 
the roster of the visiting speakers at the Menninger 
School of Psychiatry and guest scientists brought to the 
Menninger Foundation under a three-year grant pro 
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vided through the Alfred P. Sloan Foundation, Inc. Some 
of these men are in Topeka for periods ranging from a 
week to as long as several months. Taking a leaf from 
Nebraska's book, arrangements are made to telecommu- 
nicate lectures to the Osawatomie State Hospital. 


Some DIFFICULTIES have been encountered in trying to 
convince legislators and budget directors of the necessity 
of having psychiatric and psychoanalytic consultants. 
Some budget directors and legislators feel that hiring such 
consultants is like bringing coals to Newcastle. Dr. Simp- 
son said that, in spite of this, he has been able to convince 
government officials of the tremendous value of such 
expenditure of funds in maintaining 





through six-month assignments on a two-mornings-a-week 
basis at a clinic conducted at a general hospital. This 
affiliate work is under the direction of Dr. Ralph Kauf- 
man at Mount Sinai Hospital. Staff members serve in 
rotation so that all have this further training. 

Dr. Bay commented that continued staff training is as 
important as training of residents. Very often, institu- 
tions will fall into the trap of using excellent outside 
psychiatric consultants in training residents, and will 
not invest one penny in their own staff. “I think this is a 
shame,” he said. “I think you should have the best con- 
sultants you can for the best men you have, if you want 
to get the most for your money.” 





high standards in the hospital and im- 
proving the quality of the staff's work. 
He concluded by saying that he rates 
the services of such consultants as 
among the most important contribu- 
tions to the education and treatment 
programs of the hospital. 
Minnesota, Missouri, 
and Indiana reported some success in | 
recruiting consultative service from | 
psychoanalysts. Dr. Cameron said that | 
| 

| 





California, 


whereas consultant psychiatrists may 
see individual patients the psychoan- 
alyst conducts a weekly staff confer- 
ence. Cases are presented for their 
training value. Dr. Busch also reported 
that teaching is the primary assign- 
ment of such consultants. 

Dr. Beckenstein described several | 
ways in which psychoanalysts are used 
in Brooklyn State Hospital’s program. 
The hospital employs a psychoanalyst 
as a consultant. Money has also been | 
provided through a research grant to 
provide supervision of part of the resi- 
dents’ training by psychoanalysts. 
About twenty residents work in an 
outpatient night clinic, seeing patients 
in the first half of the evening. The 
consultant psychoanalysts then confer 
with the residents and discuss the 
cases, one supervisor being assigned 
to each three residents. 





Residents get didactic training in a 
course arranged on a regional (Long 
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Island) basis. They attend courses in 
basic psychiatry two mornings a week 
at the school of graduate psychiatry 
headed by Dr. Sandor Rado. An in- 
structor comes to the hospital one 
afternoon a week for a case seminar. 
Dr. Beckenstein feels this is an effec- 
dive way for residents to learn the 
principles of psychodynamics and gain 
experience in applying them. 

Senior staff members at the Brook- 
lyn hospital also have advanced train- 
ing under psychoanalytic guidance 
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Yuen, more than ever, a pharmacy is a necessity for 
every mental hospital. As in the classic recipe for 
pigeon pie, however, the administrator is stumped with 
the initial step in the instructions: First catch a phar- 
macist. 

Pharmacists are scarce, command high salaries, and 
are not readily attracted to hospital positions. A recent 
audit of all hospitals in the United States indicates that 
over one-third of them do not employ any registered 
pharmacist. The figures do not show what the ratio is 
for mental hospitals, but certainly it would not be above 
this. 

Recently the role of the pharmacy has changed even 
more drastically in mental hospitals than in other insti- 
tutions because of the increase in treatment approaches 
which feature drugs. Approximately five per cent of a 
hospital's total expenditures are for pharmaceuticals, it 
was stated. 

One of the chief excuses used by administrators for 
failure to employ a staff pharmacist is that they “cannot 
afford to pay a salary necessary to hold a good man.” 
This was characterized as a poor excuse, since a profes- 
sional employee can readily save money for an institution. 
And, too, salaries quoted often refer to remuneration 
without taking into consideration fringe benefits whose 
dollar value would add impressively to total wages. Such 
items as housing, medical care, and some meals may be 
added, for example, and it is a mistake to make com- 
parisons with salaried non-hospital jobs not including 
such inducements. 

One solution to the problem of supply might be for 
administrators to consider less stringent demands in 


— —_—— 





Participants: Dr. Barry A. Boyd, Ont.; Dr. Willard C. 
Brinegar, Iowa; Dr. Robert W. Brown, Wash.; Dr. 
Anthony K. Busch, Mo.; Dr. Thomas G. Caunt, B.C.; 
Mr. G. Frazier Cheston, Pa.; Mr. Samuel Cohen, 
N.Y.; Dr. Charles E. Goshen, D.C.; Dr. Donald H. 
Jolly, Ind.; Miss May Kennedy, R.N., N.J.; Dr. Rob- 
ert B. May, Minn.; Dr. Ott B. McAtee, Ind.; Dr. 
Walter H. Obenauf, Mich.; Mr. Seward, Kan.; Dr. | 
Harry C. Solomon, Mass.; Mr. Morris B. Squire, Ill. | 
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Administration of 


The Hospital Pharmacy 


Budget allocation for drugs has increased by leaps and bounds during the 
past five years. A well constituted Pharmacy Committee, working in 
close cooperation with the medical staff can see that drugs are 
effectively purchased, dispensed and administered. 


Discussion Leader: Dr. GLEN J. SPERANDIO 


length of experience by pharmacists. Experienced phar- 
macists are often unavailable, whereas a less experienced 
person might profitably be considered. Sources suggested 
for recruiting personnel include schools of pharmacy, 
State Boards of Pharmacy, State Pharmaceutical Asso- 
ciations, Hospital Pharmacy Associations, and advertise- 
ments in professional journals. There are 72 accredited 
schools of pharmacy in the United States, producing about 
5,000 graduates each year. 


Answerine a complaint that the older pharmacist may 
be “set in his ways” and not resilient enough to meet de- 
mands in an area of medicine where knowledge of phar- 
macological approaches is constantly growing. a speaker 
urged a recognition of new times by both administrator 
and pharmacist. Too often, he admitted, hospital jobs 
have been considered a refuge of the incompetent. This 
has helped to give the hospital job a bad name. This 
stigma must be removed, and an awareness must be 
created of the importance of the pharmacist in the 
therapeutic program of a dynamic psychiatric hospital. 

Dr. Sperandio sketched the impact a_ pharmacist 
may have on an institution. As an expert on drug 
storage, the pharmacist’s primary role is that of insur- 
ing safety in drug administration. Unfortunately, too 
many hospital authorities take drug safety for granted 
and have a false sense of security because accidental 
deaths resulting from improper drug usage are so infre- 
quent. The administrator may well ask himself these ques- 
tions: In view of the many new and powerful drugs now 
used routinely, do we have a qualified person super- 
vising their distribution? Do we have adequate cover- 
age of the pharmacy service seven days a week? Do we 
provide adequate space and equipment to permit the 
proper functioning of a pharmacy? Does our institution 
comply with all the rules and regulations of the various 
accrediting and law enforcement agencies concerning 
drugs? Do we have a drug formulary? Do we have 3 
therapeutics committee and is it functioning properly? 
Do we have adequate reference material for the phar- 
macist?’ Does our pharmacist have sufficient time to de- 
vote to administrative duties? 

The secret of proper pharmaceutical service in a hos 
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pital lies in successful organization and establishment of 
clearly defined policies of drug control. The policies 
should be initiated by the chief pharmacist with the help 
and approval of the administrator. A therapeutics com- 
mittee should be established with the pharmacist acting 
as its secretary, and from this committee should emanate 
all regulations concerning drug acquisition and distribu- 
tion. These regulations should be simplified and put 
into writing. A suggested procedure is to issue a phar- 
macy policy manual. 


THe HOSPITAL PHARMACIST, in turn, must recognize three 
distinct responsibilities. First and foremost are the pro- 
fessional responsibilities which may be summed up in the 
one word “‘service”—to patients and personnel. The hos- 
pital pharmacist must have administrative responsibility, 
which includes the organization and management of his 
department, and recognition by other departmental heads 
and professional directors as a trained member of the 
health team. Third, the hospital pharmacist must recog- 
nize his responsibility directly to the administrator since 
he is in essence sharing his responsibilities. According to 
William S. Regan (What the Law Says About Hospital 
Pharmacy; THE Mopern Hosprtat, May 1958, No. 5, p. 
102), “The Hospital Administrator is recognized in law 
as the general manager of his institution, and when he 

is acquainted with a situation in the hospital 
pharmacy that is inherently dangerous and might tend 
to result in an accident, . . . the law requires that he 
take emergency steps on his own authority to insure that 
no accident would happen in the immediate future.” 

The pharmacy is an area where the slightest mistake 
can result in a tragic happening. Courts throughout the 
country hold that the hospital has an obligation to run 
a properly organized and administered pharmacy depart- 
ment if it intends to offer pharmacy service at all. 

With or without a pharmacist, there are certain prob- 
lems common to most administrators confronted these 
days with a widening spectrum of drugs. How do you 
stock drugs for a staff encompassing all shades of opinion 
as to what is the best? What do you do with a stock of 
drugs when a physician’s fancy turns to a new pharma- 
ceutical? How can you possibly sift claims for similar 
drugs? 

Many administrators have a therapeutics committee 
operating along the lines Dr. Sperandio suggested. This 
group makes the ultimate decisions as to when new 
drugs will be stocked, weighing the claims of a drug's 
partisans. If a new product is accepted, the usual prac- 
tice is to add it to the hospital's formulary, stock it, and 
issue it On prescription as requested. 


F ieaemry in dealing with stock can usually prevent 
loss. While one physician may feel evidence calls for a 
new product, others may disagree. The physician him- 
self may later revert to choice of the first drug. In the 
present state of experimentation, shifting of supplies 
within hospital systems may be desirable. In some states, 
a state pharmacist arranges for transfer of drugs from 
one hospital to another as demand patterns change. Some 
pharmaceutical houses will also allow for return of stocks, 
crediting their cost against other purchases. 
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Arrangements have been systematized in many hospi- 
tals for pharmaceutical representatives, usually called “de- 
tail men,” to talk with staff physicians. The hard-pressed 
physician objects to being “buttonholed” while on ward 
duties, but may feel equally frustrated to learn he has 
missed an opportunity to get information he wanted. 
If the detail man calls only once in a year or two, the 
inconvenience to both can be pictured. Among proced- 
ures that have been successful are arranging definite 
hours of appointment, arranging space where representa- 
tives can set up exhibits and discuss their products, and 
arranging for desk space so detail men can talk with 
doctors at the room where they report for duty or where 
they pick up their mail. In some hospitals, the pharma- 
cist is the liaison man between detail men and doctors, 
passing on information to staff members and arranging 
for conferences. 

The statement was made that in spite of his high 
salary, the pharmacist will save the administrator money. 
How? Largely because of his purchasing know-how and 
efficiency in using personnel. He will be conversant with 
the business mechanics of drug distribution. Some com- 
panies have what is called a city-county-state policy on 
pricing, for example, and various discount policies pre- 
vail. The pharmacist will know when to and when not 
to order drugs in quantity. In some instances a discount 
makes a large order economical, but if this means over- 
supply it may also mean waste. An alert pharmacist will 
be familiar both with current drugs and research on new 
drugs. He will know about reports in current literature 
and research in progress. He will have an educated guess 
about future possibilities that will reflect advantageously 
in purchasing policies. 


Ax OBJECTION was raised that state purchasing systems 
often handle these purchases anyway. But many felt state 
purchasing systems still leave the initiative with the in- 
dividual hospital, since the state agency made contracts 
but left the purchasers free to place the order directly 
with local sources. Usually all the major companies are 
included in the contract, giving latitude enough so that 
considerable choice can still be exercised. 

One suggestion for saving money in drug purchases is 
ordering supplies by generic name. Many people char- 
acterized this suggestion as “penny wise and pound fool- 
ish,” with adverse side effects consisting of delivery of 
inferior products, or products not enlisting staff confi- 
dence and hence not being used. 

Some complaints were voiced about drugs losing po- 
tency, a fact which can only be determined by laboratory 
tests. If they are stamped “U.S.P.,” it was countered, 
lack of potency could be reported to the Food and Drug 
Administration for enforcement action. However, this 
protection is limited to drugs sold in interstate commerce. 

The responsibility of the pharmacist came in for some 
discussion. In the large mental hospital it is euphoric 
to suppose that a pharmacist or physician distributes 
drug to patients personally. The drugs may not even 
be administered by a nurse. They are probably given 
to the patient on the ward by an aide.* How can the 


* See also page 19. 
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QUARTERLY CALENDAR 


| A.P.A. ANNUAL MEETING 

1959 April 27-May 1, Municipal Auditorium, Phil- 
| adelphia, Pa. 

1960 May 9-13, Convention Hall, Atlantic City, N.J. 
A.P.A. MENTAL HOSPITAL INSTITUTE 

1959 Oct. 20-22, Hotel Statler, Buffalo, N.Y. 

1960 Oct. 17-20, Hotel Utah, Salt Lake City 

1961 Oct. 23-26, Hotel Fontenelle, Omaha, Neb. 


= 


Other Meetings, February, March, April, 1959: 

A.M.A. COUNCIL ON MENTAL HEALTH, Feb. 
21-22, Chicago 

lith INSTITUTE IN PSYCHIATRY AND NEUR- 
OLOGY, Feb. 26-27, VA Hospital, Little Rock, Ark. 
BICENTENNIAL MEETING ON EXPERIMEN- 
TAL PSYCHIATRY, Mar. 5-7, Pittsburgh, Pa. 
SOCIETY OF MEDICAL PSYCHOANALYSTS, Mar. | 
14-15, New York City 

AMERICAN ORTHOPSYCHIATRIC ASSOCIA- | 
TION, Mar. 30-Apr. 1, San Francisco, Calif. 
AMERICAN ASSOCIATION OF PSYCHIATRIC 
CLINICS FOR CHILDREN, Apr. 2, San Francisco, 
Calif. 

GROUP FOR THE ADVANCEMENT OF PSYCHI- 
ATRY, Apr. 2-5, Washington, D.C. 
AMERICAN ACADEMY OF GENERAL 
TICE, Apr. 6-9, San Francisco, Calif. 
AMERICAN ACADEMY OF NEUROLOGY, Apr. 
13-18, Los Angeles, Calif. 

AMERICAN COLLEGE OF PHYSICIANS, Apr. 20- 
24, Chicago, IIl. 

ASSOCIATION OF MENTAL HOSPITAL CHAP- 
LAINS, Apr. 21-May 1, Philadelphia, Pa. 
/AMERICAN PSYCHOANALYTIC ASSOCIATION, 
| Apr. 24-26, Philadelphia, Pa. 

ACADEMY OF PSYCHOANALYSIS, Apr. 
Philadelphia, Pa. 

AMERICAN ACADEMY OF CHILD PSYCHIATRY, 
Apr. 27, Philadelphia, Pa. 

NORTHEAST STATE GOVERNMENTS 
FERENCE ON MENTAL HEALTH, 
necticut 
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pharmacist be responsible for a procedure so remote 
from the pharmacy? The response was that the phar- 
macist dispenses and inspects. A good inspection of sta- 
tions where medicine is kept includes some check of 
“proof of usage.” This is common practice, of course, 
for narcotics; the same system, it was explained, can be 
extended to any type of drugs. 


Some SKEPTICISM was expressed about the reliability of 
ward personnel in administering drugs, and dismay was 


voiced at drug pilfering which reaches noticeable pro- 
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portions in some hospitals. This is particularly true 
where antibiotics are concerned. 

One hospital administrator described a system whereby 
antibiotics are kept under tight control. Prescriptions for 
antibiotics are numbered and posted on the requisition 
in the drug room so that all stock is accounted for. A 
different system to check drug usage and make sure medi- 
cines are administered correctly was described by another 
participant. In this case, all medicines in the ward medi- 
cine room are marked by the patients’ names; there are 
no stock supplies on the ward. The patient’s individual 
medication has a notation of the doctor’s original order. 
When the medicine is gone, the doctor must write a new 
order. This means the doctor also revaluates the medi- 
cal situation. This suggestion led to protests from 
several that the system had been tried and failed because 
work pressures made it impractical. 

Another problem aired was whether the well-run phar- 
macy should also contain the hospital’s medical supplies 
such as gauzes, cottons, and surgical supplies. Opinion 
was divided between those believing the pharmacist could 
effect economies by making these supplies part of the 
pharmacy, and those who believed the service should be 
located elsewhere. Many of these supplies must be 
sterilized for use, and are sometimes placed in a separate 
supply room headed by a nurse. In some hospitals they 
are issued by a central supply office. Sentiment varied 
somewhat according to the physical lay-out of hospitals. 
But one point was paramount: these supplies must be 
available to the doctors without delay. Where residency 
staffs rotate often, supplies cannot always be anticipated 
in advance, and a system involving delays in procure- 
ment will not work. For example, sterile gloves are 
needed in varying sizes. 


Consuttation on how best to set up supply of pharmacy 
services in the individual hospital might be sought from 
the following professional sources: the advisory commit- 
tee of the American Society of Hospital Pharmacists; 
Dr. G. F. Archibald, Chief, Pharmacy Branch, Division 
of Hospitals, U.S. Public Health Service. 

Should hospitals provide drugs to patients when they 
leave the hospital? Some believe they should, since this 
helps prevent relapse and consequently saves the hos- 
pital money. One hospital justifies the practice on the 
basis of the patients’ status being probationary for six 
months after leaving. 

A representative of a pharmaceutical house said this 
had been discussed at a trade meeting recently, and the 
general practice seemed to be for hospitals to provide 
drugs for varying periods of time, mostly about two to 
four weeks. In Kentucky, a ruling on the legality of 
the state’s providing tranquilizers for post-hospital care 
was sought from the attorney general, who ruled it was 
an allowable expense since it prevented higher hospitali- 
zation costs. In most states, after the patient has been 
out of the hospital for several weeks, further prescriptions 
for medication must come from the family doctor. In 
places where a system of referral back to the family doc- 
tor has been instituted by the hospital, the letter of refer- 
ral usually contains information about the medication 
the patient received at the hospital. 
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Housekeeping Problems 
of the Mental Hospital 


Scientific housekeeping methods have rarely been applied to the 
mental hospital. There is need for a complete reappraisal 
and perhaps reorganization of housekeeping functions. 


Discussion Leader: Mrs. HELEN K. JOHNSON 


_ ptewremeeton sessions of hospital managers are pro- 
ducing many new formulae for mixing the personnel 
ingredients of hospital staffs. In therapy, the emphasis 
is put on getting the patient well, remotivated, and out 
into society. To accomplish this economically, it is evi- 
dent an analysis must be made of how persons working 
with the patient spend their time. Are they doing jobs 
that should be done by someone else? 

Though the words “time and motion study” may be 
tossed off in such discussions, like a self-conscious scholar 
sprinkling an oration with foreign phrases, only one 
thorough-going analysis of this sort was reported in prog- 
ress. What has happened, though, is that circumstances 
have forced a gross calculation of how people spend their 
time. The answer may be the startling one that 70 per 
cent of the time of attendants and nursing personnel 
is taken up with housekeeping chores. Thirty per cent 
of their time could not possibly cover the needs of an 
active therapeutic regime. Acknowledging this, many a 
hospital begins to call housekeeping by its own name. 
Realism dictates a choice of housekeeping personnel to 
do just that. 

In this session, a professional housekeeper guided the 
discussion to point up what duties should be the rightful 
domain of such a person, and led participants to air views 
revealing the many divergent policies now followed. 

How does the executive housekeeper fit into a hospital's 
table of organization? There are various answers. One 
large hospital uses three housekeepers in these special 
areas: medical and surgical, geriatrics and administra- 
tion. Administratively, they are under nursing services. 
In other hospitals, the housekeeping department is re- 
sponsible to the business executive. In one large insti- 
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tution the housekeeper reports to the supply officer in 
line of authority, but is stationed in the nursing service 
office to insure working liaison. 

In reaching out to gain more time for personnel work- 
ing in therapy programs, administrators are finding a 
need to structure the duties and responsibilities of the 
housekeeping division to attract worthwhile personnel. 

And with these new personnel must come new methods. 
Housekeeping experts are constantly inquiring about new 
methods and new materials. They think in terms of 
mechanized equipment for paid helpers. They see miles 
of corridors and acres of living space. They think of deal- 
ing with them on a production basis, and do so. They 
see each surface to be cleaned as a surface with its own 
characteristic cleaning requirements. They want to know 
if cleaning instruments will pick up the dust or simply 
distribute it to a new place. 


Catapuntep from other environments to the mental 
hospital, housekeeping experts are sometimes shocked at 
what they find. Not all of the conditions of the exposé 
era have been corrected, One of them said: “Why don’t 
we get up to date? We are living in a different age!” 
She said this after describing her dumbfounded reaction 
at seeing patients in socks polishing the floor by shuffling. 
She also saw cleaning being done with a blanket on a 
block of wood. It was a far cry from the house- 
keeper's textbook ideal of the washable nylon mop, whose 
virtues she extolled with the passion of a starving man 
describing a juicy steak. 

“How can hard-pressed hospital people possibly test 
and weigh the claims of the many products that might 
improve institutional housekeeping?” This was the 
query of a professional housekeeping executive, who saw 
this as an important part of her job. Among the various 
personnel used to conduct tests of housekeeping products 
are nurses, laundry superintendents, and business man- 
agers. One hospital tests products on a demonstration 
ward where the effects of patient use can be measured. 
However, one business manager was a strong advocate of 
a staff housekeeper to conduct such experiments. He 
thinks a business manager is too busy “wrestling with the 
budget” to have such an additional claim to his time. 
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All were agreed that the duties of a housekeeper would 
be different for every institution. No two saw these 
duties alike. As for the housekeepers, they think in 
terms of schedules, of organizing duties and putting them 
on an efficient basis. They think in terms of the structure 
of the hospital, offices, therapy sections, and areas where 
patients live. They first break down the work along 
these lines, then they think in terms of work simplification 
within the necessary administrative areas. They recom- 
mend keeping clean rather than cleaning up. When re- 
form is needed, they see it as something that should start 
from the back areas and work toward the front office 
rather than vice versa. 


Vu WED WITH DETACHMENT, the employment of house- 
keeping personnel seems like a good idea. In real life, 
with the human element an unavoidable ingredient, there 
are problems never solved on paper. Personnel who are 
to be freed of housekeeping and thus made available for 
patient therapy assignments may cling to their old ways 
with the tenacity of a neurotic clinging to a neurosis. 
Describing the readjustments which took place as a house- 
keeper established working relationships with nurses, one 
candid personne! director said, “There was a good deal 
of sputtering back and forth.” 

“Sputtering” might be sparked by personnel jogged 
from their accustomed ways to new systems. For example, 
a housekeeper systematized distribution of linens. Before 
her arrival, many people were involved for much of the 
day coming and going to a linen room to get supplies. 
She has the linen distributed in an hour. Or perhaps 
a nurse has been used to having a janitor at her beck 
and call, and must adjust to rigid cleaning schedules. 
Or handling of patients’ clothing may be assigned to the 
housekeeping department, with a resultant shift in ac- 
customed ward routine. 

One recommendation as to how this should be ap- 
proached was the establishment of firm cooperation be- 
tween nursing director and housekeeper. “Your nursing 
director will be glad to get rid of supervising responsi- 
bility,” an administrator said. “After all, the nursing di- 
rector has three-fourths of your hospital to supervise 
anyway, so she really shouldn’t take on any more respon- 
sibilities, such as a large housekeeping department.” 

In the working out of the delicate relationships of ward 
housekeeping, the consensus was that the housekeeping 
department would take care of what might be called 
“house cleaning” arrangements. These would be the items 
which could be adapted to routine: preservation of floors, 
cleaning windows and walls, high dusting, cleaning of 
light fixtures, and so on. All were agreed that hour-to- 
hour pick-up, the sort of housekeeping that must go on 
twenty-four hours a day in a busy hospital, would still 
of necessity be the domain of the ward personnel. 

One administrator voiced this complaint based on ex- 
perience in trying to synthesize the work of housekeeping 
and nursing personnel: “When we attempted to place 
housekeeping on the wards, we found the nursing service, 
not having to clean up many of their own messes, tended 
to become more careless, both in the use of materials 
and in the general procedure. They never worried about 
the before and after, just the immediate procedure. This 
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became very costly, because if you don’t have to be re- 
sponsible for the full gamut of what you do, your 
overhead cost goes up. From an original staffing of two 
housekeepers and twenty nursing personnel, the cry kept 
going up for more and more housekeepers without any 
appreciable reduction in nursing personnel. It seemed to 
me that nursing personnel just became more careless and 
left more for housekeeping to do. The solution to this 
was to say that in this area anything directly related to 
the patient, whether cleaning up the dining room or 
changing beds, was part of the nursing service.” 

Another administrator deplored the implication that 
nurses might become lazy and careless. “It is a question 
of dividing the supervision and dividing the responsi- 
bility,” he said. “When we do. that, we get a good job 
done.” 

Another question is, who should train personnel in 
housekeeping methods? Is it included in training for 
aides and nurses? Does the housekeeper conduct the 
training or does a nurse? Patterns are shifting, but most 
people reported some attention was given to this train- 
ing under the direction of a nurse. Only where there 
were full-time, paid housekeeping aides was training di- 
rected by the housekeeper. Enthusiasm for training in 
housekeeping was expressed by a representative of an 
institution for the retarded, who described this subject 
as “the biggest chapter in the teaching manual.” This 
led to a rejoinder by a nurse from a large metropolitan 
mental hospital, who said with some asperity that patient 
care was the thickest part of their text-book. 


Tue WHOLE QUESTION of whether patients in mental 
hospitals should or should not be used in housekeeping 
duties is controversial. Some hold that as a matter of 
psychiatric sophistication this type of work has nothing 
to do with getting the patient well. The opposing school 
of thought is, ‘““Mopping, too, can be remotivation.” A 
representative from one state elicited laughter from the 
audience when he said, “Housekeeping may not be pa- 
tient therapy in your state, but in my state I am sure it 
is.” A complaint was that if patients have nothing to 
do in the hospital they cannot be returned to working 
jobs in the community. 

Too many times John Doe says, “Mary does not want 
to stay home. She dislikes washing, ironing, and clean- 
ing the house. Me and the kids have it all to do. And 
Mary wants to come back to the hospital.” This conver- 
sation with a former patient’s husband was reported by 
a superintendent advocating some ward responsibilities 
for patients. A hospital program that encourages lethargy 
was viewed as inevitable if there is no participation in 
hospital housekeeping chores. 

To tread the thin line between exploitation and 
therapy, one philosopher suggested this formula: “Use 
of patients to do housekeeping sometimes masquerades 
under the guise of therapy when it is actually a way of 
meeting a budgetary shortage. I think it is fine when a 
therapy course can be devised around a housekeeping 
program that uses patients. I will buy this when the 
person tells me that he has enough paid personnel so he 
could do the job without patient help. If not, I think 
the therapy may be suspect.” 
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Administrative Controls of Material 


A standards committee can set quotas for ward supplies and linens. Pre- 


printed requisitions have advantages. 


A qualified Administrative 


Assistant should be responsible for coordination. 


Discussion Leader: Mr. ALEXIS TARUMIANZ 


fp OPEN the discussion of this topic, Chairman Taru- 
mianz described the system now in effect at his hos- 
pital, pointing out that it is the only medium sized hos- 
pital for the mentally ill in Delaware. 

About two years ago all of the non-medical activities 
of the hospital were split up and placed under the super- 
vision of administrative assistants to the business admin- 
istrator. There are now three of these assistants, each 
responsible for several areas of the hospital operation. 
One is charged with personnel, accounting, housekeeping, 
the commissary and the store; another has warehousing, 
maintenance and grounds; the third one has charge of 
purchasing and dietary. All of the miscellaneous other 
little things are split up among these three, who are also 
responsible for improving methods and procedures in 
their own areas. Mr. Tarumianz stated facetiously that 
this left the business administrator with nothing to do 
but play golf. 

The administrative assistant in charge of warehousing 
is able to allot probably fifteen or twenty per cent of 
his time to this function. As do all of the administrative 
assistants, he reports directly to the business manager, and 
this increases the official status of the warehouse. It is 
often difficult for the average warehouse man, house- 
keeper or inventory clerk to deal efficiently with the direc- 
tor of nurses, ward supervisor, chief engineer, etc. The 
administrative assistant, on the other hand, has a status 
equal to that of a large department head and the pres- 
tige of his position reinforces his ability to communicate 
and share ideas with other department heads. This in 
turn results in a closer knit over-all organization. 

In most cases, whether it be soap or sheets or pillow 
cases, a quota is set up for a given ward. The quotas are 
determined by a standards committee, which includes 
the administrative assistant in charge, the director of 
nurses, the housekeeper, staff nurses of supervisory level 
and a psychiatric aide. On the basis of these fixed quotas 
the ward nurse or the charge attendant orders supplies. 
The quota system has proven especially useful in light 
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of the continual change of personnel on the wards. 
Formerly, a nurse might start work on a Wednesday and 
on the following Monday learn she was supposed to 
requisition everything from toilet paper to prescribed 
forms. She had no idea of how much she needed, when 
she might expect delivery of the items, or even where she 
was supposed to get them. Other ward personnel were 
of little assistance, since the turnover there is even 
greater than in nursing. It was quite a hit and miss 
operation. 


Tue NEW REQUISITION FORMS show the type of items avail- 
able, in standard nomenclature, as well as the quota for 
a given ward. Ordering is but a matter of checking 
supplies on the ward and marking the necessary items 
on the form, in line with the assigned quota. These 
requisitions are then sent to the warehouse where they 
are approved by the administrative assistant and filled 
by the warehouse man. Thus fairly reasonable control is 
possible where quotas have been established. 


Although at one time there was an attempt to elimi- 
nate trade-ins, they were found to be necessary in some 
cases. Now items such as mop buckets and brooms must 
be traded in, the old for the new. When the trade-in 
system was in abeyance, three times as many brooms and 
five times as many mop buckets were being requisitioned 
and equipment would be found stockpiled in ward 
closets. 


Hoarding is further minimized through spot checks by 
the administrative assistant, both in his warehouse and 
on the ward. But over and above that there is a house- 
keeping division with a housekeeper and several assistant 
housekeepers who go out on the ward, preferably once 
a month, and make a check on everything pertaining to 
supplies and equipment. Immediate control of proper 
use of supplies and equipment is mainly accomplished 
through this housekeeping inspection. 


Ward housekeeping is a nursing department responsi- 
bility, but the supplies for it are the responsibility of the 
housekeeper. She is the one who is charged with seeing 
that supplies are adequate and properly used, and that 
the flow of material is maintained. There is a very good 
relationship between the housekeeper and the nursing 
department and they have a mutual appreciation of each 
other’s problems. 


The question was raised as to whether the housekeeper, 
in telling nursing personnel what to do and what not to 
do with supplies, is not usurping authority which rightly 
belongs to the director of nurses, thus creating more 
antagonism than good will. 
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Mr. Maines described the manner in which Logansport 
has solved such a problem. One member of the nursing 
service, usually the assistant director of nurses, serves 
also as a member of the housekeeping department and 
she is the one who serves on the inspection team for 
wards. This is true, too, of the pharmacy department, 
one of whose members is assigned to housekeeping for 
the inspection of drug cabinet supplies. 

Mr. Tarumianz reiterated his belief that friction be- 
tween the housekeeper and the nursing department is not 
a serious problem in his hospital. He pointed out that 
the housekeeper who spends full time checking ward 
supplies and their usage also builds up a relationship 
between the attendants and ward nurses and the house- 
keeping and warehousing sections. As a part of the 
three-day orientation operated by the nursing office 
for new attendants, the housekeeper gives a two-hour 
talk explaining her function and telling something about 
how supplies flow through the hospital. 

The chairman closed off this part of the discussion by 
stating that after all housekeeping is a part of the busi- 
ness department. The whole business department is 
there to serve the nurses and the doctors, so this is merely 
a section of the business department functioning as it 
should. 

“We are all working in situations where there is con- 
siderable emphasis on medical research, and I wonder 
if at Delaware you are doing anything by way of research 
in management,” asked Mr. Peterson. A negative answer 
by the chairman shifted the discussion to representatives 
from other states. Mr. Clelland offered a report on prod- 
ucts research conducted in the Arizona State Hospital. 
He cited an article in the June 1958 issue of MENTAL 
Hospirats,* which described research in janitorial prod- 
ucts. “This is a good example, incidentally, of a combined 
effort by nursing service and housekeeping service,” he 
said. “They selected two areas of flooring, divided each 
area into sections and treated each section with a differ- 
ent kind of floor wax. Thus they were able to observe the 
comparative wearing properties of the various waxes. 
They also tested products used in cleaning asphalt tile 
surfaces. Their findings indicated that we could narrow 
down the more than twenty-five products offered us to 
about four cleaners and four waxes. Furthermore, the 
nursing service personnel, having participated in the 
project, caught the idea and now instead of measuring 
by so many “glugs,” they are measuring by ounces. This 
could result in a savings of over $10,000 a year in waxes 
and cleaners alone.” 

Mr. Yopp advised the group that for a good many years 
his hospital has been developing administrative controls 
through the use of IBM mechanical equipment. He 
described this as a magnificent way for an institution to 
keep a constant control of materials and supplies, and 
pointed out that the equipment can also be used in the 
field of statistical data, research projects, etc. This 
brought on a lively discussion of the relative values of 
various mechanical devices being used to control property 
inventories. 

Dr. Jacobs initiated a series of comments about pilfer- 
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ing of supplies, a big problem in every large institution, 
He agreed that most hospitals have good methods of 
controlling materials going into the central supply area, 
but wanted to know what means were being taken to cut 
down losses after the supplies were issued out to using 
departments. 

Chairman Tarumianz suggested several expedients for 
minimizing petty thievery. For instance, such a simple 
little thing as unwrapped soap rather than wrapped soap 
can cut down the loss on that particular item about ten 
per cent. It’s just that much more unpleasant for people 
to carry unwrapped soap. 

Mr. Merten recommended linens with the name of the 
institution woven into the material as is done in many 
hotels. He pointed out that people can clip a small 
marked corner from a sheet or pillowcase or towel and 
still have a perfectly usable item, whereas they are some- 
what reluctant to use the ones which plainly show they 
were “borrowed.” 

There was general agreement that the best insurance 
against major pilfering consists of large, well-lighted 
parking areas, preferably patrolled and at some distance 
from the building. 

Mr. Tarumianz again referred to the regular inspec- 
tions carried out by his housekeeping department. Sup- 
plies are checked often enough so that any great loss 
would be immediately apparent and this in itself is a 
deterrent to major theft. The inspection team does not, 
however, concern itself with minor discrepancies in linen 
count since these can be attributed to many causes other 
than pilfering. Some sheets will be in the laundry, for 
instance, at the time of counting; others will have been 
torn up or flushed down toilets by destructive patients. 

Mr. O'Connell discussed means for reducing food 
pilferage, stating that his hospital has a system which has 
proved quite effective. Supplies are purchased on a 
basic food plan which allows each kitchen so much beef, 
so many vegetables, etc., on the basis of the number of 
people served by that kitchen. In addition, the dietitian 
maintains portion controls so that there is very little 
opportunity for waste or theft. 

Still on the subject of food controls, Mr. Lee told the 
group that his hospital employs a qualified food service 
director with training and background both in personnel 
management and in food service. This employee sets up 
and maintains controls on farm-produced meat products 
and the institution has experienced no difficulties in this 
area. 

There was general agreement that no controls are 
foolproof and that in the end all institutions have to 
depend on the honesty of their own employees. 

The discussion drew to a close with commentaries on 
what goals each institution is shooting at in material 
control. Most participants admitted ruefully that their 
goals had to be the dollar and cents limits set by the 
legislature. However, chairman Tarumianz had a differ- 
ent comment. “Our goal has very little to do with dol- 
lars and cents. We are not too concerned with how 
much money we are spending as long as we are getting 
results with the patients. We haven’t accomplished it 
yet, but our primary goal is good living conditions and 
good medical treatment on the ward for all the patients.” 
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ADAPTATION OF OLD BUILDINGS TO NEW NEEDS 


During this period of rapid development hospital superintendents 
face the problems of running new programs in old unsuitable 
What interim measures can be employed to | 


buildings. 
make them serviceable for present requirements? 


Dr. CHARLES E. GOSHEN 


Discussion Leaders: Mr. ANGUS McCALLUM 
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HE IDEAS PRESENTED at this session by Charles E. 

Goshen, M.D., who heads the A. P. A.’s Architectural 
Study Project, have already been published in the De- 
cember 1958 issue of MENTAL Hospitats (Vol. 9, No. 10, 
p. 35). Consequently, the reader’s familiarity with, 
or access to, these concepts will be assumed. 

Sharing the platform, a consultant architect, Angus 
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McCallum, discussed remodeling of mental hospitals 
from the viewpoint of his profession. He made it clear 
at the outset that in some instances the better part of 
valor may be not to remodel but to demolish, and ad- 
mitted that this statement might brand him as a radical. 


“I have had the experience myself of sitting before a 
budget committee and saying, “We have to tear the 
building down,” he said. “That is about as un-Ameri- 
can a thing as you can say in front of one of those 
groups.” 

Having established that he doesn’t believe every struc- 
ture can be salvaged, Mr. McCallum presented his think- 
ing on approaches to revision of buildings which can 
be remodeled profitably. 

One essential is a broad outline, say a ten-year over- 
view, of what the uses of the building will be, what 
budget will be available to accomplish the aims outlined, 
and when the money will be available. A prime con- 
sideration is that plans be flexible. 

Equally important is a realization that piecemeal 
modernization is expensive and inefficient. Mr. Mc- 
Callum encouraged mental hospital administrators to 
recognize the merit of calling for assistance from local 
chapters of the American Institute of Architects and 
thus getting top professional advice. He offered as a 
companion maxim: Call the architect into your planning 
sessions at the very beginning; adding that the fees 
would be about the same, and the architect can help 
crystallize thinking. Such assistance in long-range 
planning is already being given in Missouri, and is 
worthwhile investigating in other places. 

Mr. McCallum saw the development of standards as 
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the most important advance in hospital planning. Those 
set forth by the U.S. Public Health Service have been 
of great value. But his insistence that these standards 
are not something which can be reproduced might 
seem almost paradoxical to the layman. There is so 
much misunderstanding on this point that he confessed 
to an emotional feeling about the necessity for elucidat- 
ing the real function of standards. 


“Test STANDARDS are very, very objecrive, very thought- 
ful guides for the over-all planning of all manner of in- 
stitutions,” he said. “But it should always be emphasized 
that these are not plans to be taken and reproduced; they 
are more of a stimulus to thought. This is the real value 
of any set of standards.” 

He went on to say that the architect cannot generalize. 
There is no standard plan for any kind of activity. 
Standards must be adapted and assembled in a par- 
ticular shape and form for specific use. There was no 
resistance to this view, for discussion showed that in 
climate alone, hospital administrators across the country 
cope with temperatures almost as varied as the two ends 
of a thermometer. 

What criteria can you use to determine whether to 
demolish or salvage an old building? 

This question caused Mr. McCallum to murmur that 
it covered quite a bit of territory, but he attempted to 
lay down some broad guide lines. One of the first things 
to consider is whether conversion to new use is more 
economical than the construction of a brand-new build- 
ing. The condition of mechanical equipment in the 
building—heating, plumbing, ventilating, etc.—is the 
next thing which should be investigated. The life of 
the structure of the average building is greater than 
that of its mechanical equipment. 

“A corollary,” he said, “is the fact that we demand 
and expect and by custom introduce a great deal more 
in the way of mechanical equipment today than we did 
in buildings of 30, 35, or 40 years ago. So as a first step 
in modernization you would certainly consider up-dating 
your mechanical equipment entirely. In most of our 
institutional buildings today the cost of this portion of 
a building is somewhere in the order of 25 to 35 per 
cent, sometimes more, of the total cost of the building. 


“Tre BEST BRIEF ANSWER I can give is this: First, deter- 
mine if the building is structurally sound. If it is, 
and you feel you could spend 35 per cent of the total 
cost of remodeling on putting in new mechanical and 
electrical equipment, then determine whether the build- 
ing has structural features which would prevent such re- 
modeling. And, considering all these factors, determine 
whether for a little more money you could get a com- 
pletely new structure.” 

He recommended setting up a tally, with the good 
factors in one column, the bad in another; a tabulation 
of things that can be changed and those that can’t be 
changed; a notation of the things that cannot be 
changed except at great expense. 

Dr. Goshen added that it is important to consider the 
waste space in the corridors and stairways formerly built 
into multistoried buildings. “It may reach as high as 


25 per cent of the square footage in a building,” he said. 
“When this waste space is eliminated, a one story build- 
ing may suffice for the same job as a multistoried one.”’ 

Mr. McCallum concluded his remarks with this 
advice: Never forget these three essential considerations: 
safety; adaptability of space to new needs; and comfort, 
both physical and esthetic. 

Four elements in mental hospital construction claimed 
the attention of the group in the discussion which fol- 
lowed: 


Food service areas. 

Heating and air conditioning plans. 

Building design geared to care of handicapped 
patients. 

Chapels. 


Most controversial of Dr. Goshen’s recommendations 
appears to have been his statement in regard to ward 
dining areas: “More and more hospitals are finding it 
desirable in many ways to convert from on-the-ward 
dining to centralized cafeteria dining. This conversion 
liberates a sizable amount of space for new uses on each 
ward.” 

Exceptions to this statement were taken by doctors 
and the architect, alike. 

Dr. O'Connell cautioned that he would hate to see a 
swing to the large cafeteria. He feels people can eat 
much more satisfactorily in smaller groups. He added 
that our aging hospital population requires more, not 
less consideration to feeding arrangements for people 
who cannot leave the ward. 


Tue ARCHITECT, Mr. McCallum, confessed that he and 
Dr. Goshen do not see eye to eye on this subject: “I have 
a terrible horror of congregate dining. This I think is 
the hallmark of everything that bespeaks the institu- 
tion to a layman.” He included such adjectives as 
“crowded, noisy, somewhat dirty” in the picture of the 
inevitable result of such arrangements and _ protested 
that eating is not “simply a matter of stoking this ma- 
chine of ours.” He believes that the amenities and social 
graces associated with eating are also important con- 
siderations. From the standpoint of economics, he feels 
there is no clear-cut evidence that small-group eating 
arrangements must necessarily be more costly. Instead, 
he pointed out that developments in food transportation 
with heated carts make distribution from a central 
kitchen both efficient and economical. Viewing the top 
number of patients to be served in a single unit as ideally 
no more than 100, he suggested that such rooms could 
be used for other purposes after meal hours. Admittedly 
this meets with a good deal of staff resistance because 
of the chore of cleaning up involved. Nonetheless, here 
is a space that should be used more than it is. 

The A.P.A. Committee on Rehabilitation has con- 
sidered the importance of dining areas in patient therapy, 
Dr. Simon said. He buttressed Mr. McCallum’s views 
on the psychological importance of this, and said he felt 
they reflected the views of psychiatrists. 

Dr. J. Butler Tompkins described results in remodeling 
a 100-bed admission building to bring about more sat- 
isfactory food service. In this case, the service was con- 
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Osawatomie State Hospital, 
Osawatomie, Kansas. 

Chorles L. Marshall, architect; 
Martin K. Eby Construction Co., contractor. 





HOSPITALS ARE LIGHT, BRIGHT, CHEERY 
with Truscon Detention Windows 


Look at this handsome window arrangement 
and at the attractive landscape it frames. You'd 
hardly believe that these Truscon Steel Intermediate 
Louver Windows provide detention. But, they do 
... to the degree that you require. 


For example, you can have this Truscon Window 
with 100% ventilation and restraint provided by 
detention screens. It is particularly suited to the 
needs of mental hospitals. A similar design pro- 
vides fixed meeting rails that limit vent opening 
to 5% inches. This is suitable where moderate 
detention is required. 


Truscon designs all detention windows to the 





idea that it is important not only to protect mental 
patients against self-injury or escape, but that every 
indication of enforced restraint be concealed or 
minimized. 


In this category, Truscon offers an unusually 
complete line of proved designs to provide ade- 
quate light and ventilation for mental patients. 
Truscon window engineers will help you and 
your architects select the proper Truscon Steel 
Windows for your geographical location, type of 
building, and degree of restraint required. Write 
for the complete Truscon Window catalog for 
your files. 


, REPUBLIC STEEL 


TRUSCON DIVISION” —— 


Youngstown 1, Ohio 


NAMES YOU CAN BUILD ON 








solidated in one room in the basement to eliminate 
what had been unsatisfactory service in wards on four 
floors. The building had ne-elevator so a large one 
was installed in an addition to the structure. This made 
it possible to take all the patients from one ward to 
meals at one time, and thus serve them better, hotter 
food. Operating costs were reduced a third, he estimated. 

Mr. McCallum's views were sought on the best type 
of heating when modernization is under consideration. 
Is a central heating plant preferable? Or should there 
be individual units for each building? He judged that 
this was, indeed, a moot question. Until about fifteen 
years ago no institution considered any plan except a cen- 
tral heating plant. But this poses the problem of getting 
engineers skilled in the operation of such systems. Con- 
currently, there has been a tremendous improvement in 
smaller heating systems, automatic controls making them 
easy to operate. 


Anorner CONSIDERATION in heating systems is the type 
of fuel to be used. In a coal producing area, sentiment 
in favor of use of a local product will prevail. Abstract 
advice about types of fuel may figd little application, 

One definite trend is the-twse 
steam as a heating medium in any sizable building. Hot 
water systems are less expensive and require fewer fittings 
and controls. Since steam is obtained only after water 
reaches 212 degrees F., it imposes more hazards and thus 
requires extensive shielding. Hot water systems can be 
modulated much more easily. 

Radiant heat, in sources such as radiators or recessed 
convectors, is somewhat similar to hot water and has the 
added advantages of maximum cleanliness and ease of 
cleaning. However, Mr. McCallum cautioned that the 
radiant heated floor has some inherent disadvantages in 
that it is not at all flexible in control. Such a large 
mass of inside air is affected that it is difficult to raise 
or lower temperatures quickly when climatic conditions 
change. 

Dr. Goshen commented that a good type of heating 
system can be provided by a combination of radiant slab 
or floor-and-ceiling heating and forced hot air. You 
can then have the advantages of both, he said. 


Dr. BROWN said they have such a combined system at 
Northville, Michigan. Sixty-five per cent of the heat 
comes from radiant heat (hot water circulating in the 
slabs) and thirty-five from heat exchangers in the hot 
air blowing system. Agreeing that the radiant heating 
takes longer to bring up to normal heat—they allow 20 
days—he finds the combination very effective if used 
seasonally: In spring and fall they use the blower sys- 
tem, supplementing this with the addition of the radiant 
heating during the colder winter weather. The single 
complaint has been from some employees who said their 
feet were too hot in winter, but Dr. Brown personally did 
not find this true. 

While the north is struggling to keep warm, the south 
is interested in air conditioning in building design. Once 
considered visionary in discussions of mental hospitals, 
air conditioning is gaining acceptance as a practical 
necessity in hot climates and now ranks second in im- 
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portance to construction materials that will resist ter- 
mites. 

Mr. McCallum pointed out there is a tendency to 
install air conditioning piecemeal since the initial cost 
is less. The obvious disadvantage is the great number 
of mechanical components that have to be serviced, and 
the fact that these units have a life expectancy of some- 
where in the neighborhood of five, seven, or ten years 
at a Maximum. 

Often installation of a proper ventilating system in 
the initial construction will allow the addition of air 
conditioning at a minimum expense. Dr. Donahue of 
Oklahoma underscored this advice. And he saw air con- 
ditioning as “the coming thing.” 

Asked how to eliminate, in a forced air ventilating 
system, offensive odors emanating from food storage and 
dining areas, the architect recommended for such areas 
the introduction and exhaustion of outside air apart 
from the recirculation system of the rest of the building. 

Dr. Cameron asked Mr. McCallum what architects 
could contribute to designing hospitals better adapted 
to care of handicapped patients. He replied that a 
planning guide on how to-eliminate hazards to the 
handicapped is in preparation, and should be ready this 
winter. For the first time, this will make graphic and 
statistical facts available on such items as the require- 
ments of people in wheelchairs—for example, proper 
height of plumbing fixtures. The planning guide is a 
joint venture of the U.S. Public Health Service, the 
Conference of Rehabilitation Centers, the Office of Voca- 
tional Rehabilitation, and the American Institute of 
Architects. The guide is being prepared by Professor 
Sampson of Pennsylvania State College. 


A REMINDER Of the importance of adapting hospitals 
to use by handicapped people is certainly in order when 
reconstruction of a building is under consideration. This 
is the time to eliminate hazards such as single steps at 
doors, and short flights of steps. It is generally very 
dificult to introduce ramps, but simple additions such 
as hand rails to assist the feeble can make a great dif- 
ference. 

Turning the discussion to a consideration of chapels, 
Dr. O'Donnell queried whether plans for any future 
hospital called for small chapels instead of use of multi- 
purpose halls for church services. Another consideration 
is whether there should be three chapels in a hospital, 
for the three principal faiths, or whether one building 
can serve, using three altars on a revolving platform as 
is done in the armed services. 

Dr. Goshen said there are many examples of chapels 
built with funds raised locally. Legislators are also 
sympathetic to needs for church facilities, he said. Dr. 
Brown was dubious about the ease with which such 
monies could be obtained, saying he has been working 
for five years to get a chapel. 

Dr. Goshen asked for a continuing exchange of suc- 
cess stories in hospital remodeling. He will welcome 
letters and accounts about reconstruction jobs, and new 
ideas of special interest can be circulated by publication 
in Mentat Hosprrats. Consultation service is also 
available through his office. 











ter- 


¥ to 
cost 
nber 
and 
ome- 
years 


n in 
f air 
ie of 
con- 


ating 
- and 
areas 
upart 
ding. 
itects 
ipted 
at a 
» the 
, this 
and 
juire- 
roper 
-isa 
, the 
V oca- 
te of 
fessor 


pitals 
when 
This 
ps at 

very 
such 
t dif- 


apels, 
uture 
nulti- 
‘ation 
pital, 
Iding 
rm. as 


\apels 
also 
Dr. 
such 
rking 


f suc- 
lcome 
i new 
cation 
; also 











The safety and effectiveness 
is confirmed by four yeats @ 
irreversible toxic effets h 
and ataxia, are 


Supplied: 0.25 Gm. 


psychomotor attacks 
‘United States. No 
, such as drowsiness 
is €asy to administer. 


= 
| 











Brand of Primidone 





AYERST LABORATORIES + NEW YORK 16, NEW YORK + MONTREAL, CANADA 


“Mysoline’’ is available in the United States by arrangement with Imperial Chemical industries, Utd. 


5808 














NEW FRONTIERS in the Mental Health Effort 


The search for new, strange and unusual ways of solving 
problems interests every hospital administrator. 


Discussion Leader: Dr. DALE CAMERON 


i 


UESTION EVERYTHING; assume nothing. Look for new 
0 answers and get a research grant to prove whether 
they are right. Unless we do, there is the possibility 
mental health concepts may be as incorrect as the once 
firmly entrenched belief that the world was flat. Dr. 
Dale C. Cameron, Chairman of this group, urged scrutiny 
of all present practices. 

He reminded his audience that there is a long list of 
things which we are doing that have no tested validity. 

“We have to make assumptions and operate on these 
assumptions,” he said. “But sometimes we have the 
tendency to assume that the assumptions have been 
proved. It is a difficult thing to look at one’s basic oper- 
ating procedures and begin to ask questions which may 
run counter to one’s current concepts. Unless we do 
this, change and improvement are likely to come very 
slowly.” 

Dissecting one commonly held assumption, he took up 
the oft-repeated statement that mental illness is increas- 
ing due to increased social pressures, the precariousness 
of our times, the increased tensions. This idea was pre- 
sented once to the anthropologist Margaret Mead, who 
had this to say: 

“I am not at all sure that living now is any more difh- 
cult than it was in the time when there were five witches 
down the street. I am not at all sure that our time is 
any more difficult than when the family who lived on the 
shore didn’t know whether the pirates would come over 
and burn their house before breakfast. I am not at all 
sure our tensions are any greater than the family con- 
cerned as to whether or not grandmother's head would 
be taken off before breakfast. I am not at all sure that 
this well-fed country of ours is in as much difficulty 
as was the family of many years ago who did not know 
where the next meal was coming from. As a matter 
of fact, much of the world still lives in hunger, and I 
really wonder sometimes if we realize how remarkably 
fortunate we are.” 

Dr. Cameron presented further evidence to refute this 
recurrent statement that mental breakdown is a product 
of the stress of our times. 





Participants: Dr. Freeman H. Adams, Calif.; Dr. 
Anthony K. Busch, Mo.; Dr. Jonathan Cole, Md.; Dr. 
Robert T. Hewitt, Md.; Mr. Rodert H. Klein, IIl.; 
Dr. Francis J]. O’Neill, N.Y.; Dr. Thelma Owen, W.Va.; 
Dr. E. P. Peterson, Wis.; Dr. Arnold A. Schillinger, 
N.Y.; Dr. William F. Sheeley, Minn.; Dr. C. G. Still- 
inger, N.Mex.; Dr. Cecil Wittson, Neb.; Father E. J. 
Zizka, La. 











For years, the Navy admitted psychotic patients—not 
neurotic—to St. Elizabeths Hospital in Washington, D.C, 
The rate of admissions per unit of troop strength re- 
mained constant from before World War I, through 
World War I, through the boom of the '20’s, and through 
World War II. 


“I WOULD suBMiT that there were very substantial 
changes in external pressures during this period of 
time,” said Dr. Cameron. “And yet the rate of break- 
down was almost constant during this entire period. In 
fact, it was so constant that during World War II the 
number of patients admitted to St. Elizabeths from the 
Navy per unit of time became classified data. To know 
this figure and multiply it by the proper factor was to 
know the Naval strength of the United States.” 

And so, he challenged, the question stands. Is there a 
relationship between social pressures and the number of 
people mentally ill? This is just one example of many, 
many suppositions frequently accepted as facts. 

“I think we need some new methods, some new ap- 
proaches, to get some answers to old problems,” he said. 

Congress signified legislative agreement in the prin- 
ciple written into Title V of the recently passed Public 
Health Service Act: * 

“The purpose is to make grants to state and local 
agencies, laboratories and other public and non-profit 
agencies and institutions, and to individuals, for investi- 
gations, experiments, demonstrations, studies, and re- 
search projects with respect to the development of 
improved methods of diagnosing mental illness, and of 
the care, treatment, and rehabilitation of the mentally 
ill, including grants to state agencies responsible for 
administration of state institutions for care, or care and 
treatment of mentally ill persons, for developing and 
establishing improved methods of operation and admin- 
istration of such institutions.” 

This law spells out succinctly areas in which new ap- 
proaches are needed. 

The discussion chairman pointed out several sacred 
cows which should be subjected to such scientific scrutiny: 

In the area of prevention, mental health education is 
assumed to be an effective weapon. Ask how effective its 
methods are and you usually get a count of the pam- 
phlets which have been distributed or the number of 
times a film has been shown. But can it really be deter- 
mined that these techniques are effective? Do they really 

* Title V-MENTAL HEALTH, Special Project 
Grants, Sec. 501, Sec. 303 of the Public Health Service 
Act (42 U.S.C. 242a). 
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The most outstanding example is the 
ingenious use made of surplus textiles. 
Lightweight olive drab wool blanket cloth 
is made into men’s jackets, short coats and 
shirts which are attractive despite their 
color. Because the hospital abandoned 
most of its sewing room operations some 
years ago in the interests of economy and 
improved clothing, it had to find some 
means of having the yard goods made into 
garments. Mr. Tarumianz hit upon the 
idea of having a commercial garment 
manufacturer undertake the job. The 
Charles Sales Company, of Chelsea, Mass., 
agreed to try it and the arrangement has 
worked out satisfactorily for both sides. 
For the three types of garment mentioned 
above the hospital furnishes only the 
blanket cloth—which it gets for 10¢ a 
yard—and the Charles Sales Company 
makes it into patient's clothing at a unit 


price that includes both any extra ma- 
terials needed and shipping costs. The 
jackets, which are unlined and have 
a zipper front cost $2.25 apiece; they re- 
quire 134 yards to make. The shirts are 
made from 1 2/3 yards and cost $1.80 
each. The short coats (three-quarter 
length) require 314 yards of cloth since 
the body is made with a double thickness 
of cloth for extra warmth; the unit cost 
of $5.00 includes rayon sleeve linings and 
a corduroy collar and pocket flaps. The 
corduroy trim is either brown, dark green 
or navy, and matching buttons are added. 


Dresses Made Also 


While most of the surplus textiles are 
unsuited for women’s garments, the hos- 
pital does get bolts of striped cotton 
seersucker for 6¢ a yard. This the Charles 
Sales Company makes into gripper-front 


dresses for $1.80 apiece. The same com- 
pany also takes lightweight khaki cotton 
twill and cuts it into men’s shorts which 
are sewn at the Delaware State Correc- 
tional Institution. Previously the hospital 
had contracted with the prison to cut 
and sew the shorts for 25¢ a pair. When 
Mr. Tarumianz learned that the commer- 
cial company’s modern equipment could 
cut the material far more efficiently for 
8¢ a pair, he revised his arrangement with 
the prison. In doing so he saved 2¢ a 
pair on cutting costs and quite a bit of 
material. Although a similar split arrange- 
ment might prove somewhat more eco- 
nomical for the other garments which the 
commercial company makes entirely, Mr. 
Tarumianz feels the professional finish is 
important for outer garments. Happily, 
Delaware does not have stringent State 
Use Laws. 











prevent the development of emotional disorders? The 
speaker saw no good answers to this, but only the need 
for addressing ourselves to the question. 

In this area of pre-hospital care one might ask: How 
effective are clinics?) Who goes to the clinics? Why do 
they go? And, finally, are people any better off for going 
as compared with a similar group of individuals who 
did not have these services? Such a question really flies 
in the face of a very cherished assumption that we all 
hold. But when we are asked to demonstrate its truth 
with experimental data, it is a little difficult. 

In the area of the mental hospital itself, the validity 
of treatment methods brings up the crucial question of 
how we select appropriate measuring instruments. If 
one is to compare how effective a hospital is in carrying 
out its assigned mission of trying to get people well, one 
needs to know something about how sick the people 
were who went into the hospital. And we do not have 
good measures of severity of illness in our field, either 
in relation to the status of the individual at the time 
he went into the hospital or in relation to his pre-morbid 
personality. We say the patient is improved or unim- 
proved. Improved in relation to what? Do we have 
good measurements for this sort of thing? 

The effectiveness of alternative facilities to mental hos- 
pitals needs to be weighed: emergency treatment in the 
home, night hospitals, therapeutic families—that sort of 
thing. Day care centers are being developed. What kind 
of patients should go to them? What kind of patients 
are best treated in them? How effective are they for this 
type of patient as compared to other methods of treat- 
ment? 


Tr ANSITIONAL FACILITIES — half-way houses, sheltered 
workshops, and other devices in this area should be eval- 
uated. 

Post-hospital services should also be put under the 
microscope of scientific evaluation. What really happens 
to patients after they leave the hospital? What is the 
effect of ex-patients’ clubs? How could we help general 
practitioners do a better job? 

All of these are areas we make assumptions about. 
These assumptions prop up our programs, the mental 
health effort as we now know it. But we do not have 
much scientific evidence to prove whether our world of 
endeavor is flat or round! 

Two members of the staff of the National Institute of 
Mental Health, Dr. Robert Hewitt and Dr. Jonathan 
Cole, participated in this discussion and described how 
two types of federal research monies can be sought for 
scientific inquiry. 

Dr. Hewitt is concerned with the administration of the 
program authorized by Title V of the Public Health 
Service Act. He has a brochure describing the program 
and telling how to make application for a grant. This 
can be secured by writing to him at the National Insti- 
tute of Mental Health, Public Health Service, Depart- 
ment of Health, Education, and Welfare, Bethesda, Zone 
14, Maryland. 

After an application has been made out and submitted 
for approval, Dr. Hewitt said, it is referred to a study 





group made up of professional people from throughout 
the country. These are all non-government people. 

“They review applications thoroughly,” he said. “Ap- 
plications are competitive with regard to attaching prior- 
ity to them as to which things are the best, which are 
the most hopeful in the area of care and treatment and 
rehabilitation of the mentally ill. 

“A final decision on their recommendations is made by 
the Advisory Mental Health Council, which was estab- 
lished to advise the National Institute of Mental Health 
on many subjects related to mental health. The Coun- 
cil takes the final action on all grants, whether they are 
Title V grants, grants in psychopharmacology, regular 
research grants, or training grants. These people meet 
three times a year. As you may know, there are deadlines 
in regard to sending in applications.” 

“This is a rather formidable procedure,” one doctor 
complained. “I would like to ask whether it is possible 
for a mental hospital staff member with a new idea to go 
to the National Institute of Mental Health without a lot 
of red tape, without a lot of difficulty, and get a limited 
amount of money to carry out a project.” 

There is a way of getting assistance in making out an 
application, Dr. Hewitt said. The Department has nine 
regional offices throughout the country. These offices 
for the most part are staffed with psychiatrists, psychol- 
ogists, pyschiatric social workers, and nurses. These peo- 
ple are available to provide consultation. You can also 
get assistance at the Institute. 

“We realize at times it is impossible, because of short- 
ages of personnel and other reasons, to write up and 
carry out a big project,” Dr. Hewitt noted. “However, 
it is possible to apply for a smaller grant, say to explore 
an area or to try to develop an idea. Some proposals 
are very hard to evaluate. But it is possible to get a 
grant to explore them before it is possible to set down 
criteria by which they can finally be evaluated. We are 
very much interested in the small grant idea, and we 
hope this will stimulate further work and further action.” 

Some queried whether these Public Health Service 
grants applied to the adjunctive services, such as music 
therapy and religion. The answer was that a demon- 
stration or research project in any of these areas would 
be considered. 


Tras about practices which need to be assayed occur 
to everyone. It was felt we should question admission 
methods, practices which encourage chronicity, and 
regimes which force the patient into desocialization. Some 
measure other than the amount of money spent should 
be sought for the effectiveness of mental hospital care. 
New patterns of care, such as week-end hospitalization, 
might be explored. Ways to enhance the patient's feel- 
ing of human dignity might contribute to cure. Dr. 
Cameron suggested research to identify population groups 
which have an expected high incidence of illness so that 
preventive techniques could be concentrated rather than 
scattered broadside on the total population. 

Dr. Jacobs saw research design as the stumbling block, 
state hospital personnel being largely inexperienced in 
planning and carrying on such work. His idea was that 
hospital personnel should be encouraged to generate 
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research ideas, and then a trained research team should 
be called in to assess the idea, draw up the program, 
seek and get funds, and carry out the project. Benefits 
would accrue since well-designed projects would be more 
likely to produce worth-while results. 

Dr. Jonathan Cole is in charge of the program under 
which funds were appropriated by Congress for the 
assessment of psychopharmacological drugs. This covers 
studies of their clinical evaluation, their basic mechan- 
isms of action, effects on psychological functions, and a 
wide range of other effects. Grants are provided in much 
the same way as that described by Dr. Hewitt in the case 
of Title V monies. Assistance would likewise be offered 
to people who want help in making out applications for 
funds. 


“We hope to have a study to look into the question of 
whether patients who receive drugs and are kept in the 
community do better or worse than patients who are im- 
mediately admitted to the hospital and may or may not 
receive drugs in the hospital. We have been trying to 
stimulate outpatient work to see whether one drug is as 
good as, or better than, another drug or the placebo. So we 
are interested in a broad range of drug evaluation studies. 


e 
“We ARE ALSO INTERESTED in working out ways of test- 
ing. If anyone has any hypotheses, we would be very glad 
indeed to have them. Some of these may be right, some 
may be wrong. But you never know unless you figure 
out a way of running a methodic test.” 





Soliciting cooperation from mental 
hospital people in this effort, Dr. 
Cole said: “We are most interested in 
getting work on new drugs, on old 
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drugs, on almost any kind of drugs 
which are used in psychiatric prac- 
tice. Many evaluations are needed. 
The number of new frontiers in psy- 
copharmacology staggers the imagina- 
tion.” 

Asked to spell out some of the drug 





research needed, Dr. Cole said: 

“I would like to describe some proj- 
ects we now have, showing some of 
the ideas for which people have gotten 
support. 

“We have two studies in progress 
now comparing three of the newer 
drugs in the field. One of our studies 
concerns chronic schizophrenics who 
have been hospitalized over two years. 
Another deals with newly-admitted 
psychotic patients in state hospital 
wards. We hope to get some idea of 
how these drugs compare with each 
other. Hopefully, we should get some 
idea as to whether some of them are 
better for certain kinds of patients 
than other categories of patients— 
whether they have any different effects 
on different types of psychiatric popu- 
lations. 

“We need better measurement de- 
vices. il: 


book form. 


“We are trying to support work in il: 
new ways of working with mental 
patients, new ways of measuring, or IV: 
at least rating and recording, the way 
they behave. For example, we have 
one psychologist working on a twenty- 
minute interview technique which 
will provide certain numerical meas- | 
urements of patients’ response. We | 
have acquired adjectives used to de- 
«ribe patients. These will be scored 
by IBM machines to facilitate col- 
lecting and handling data. 





Communication V: 

The Recent Past Vi: 
Current Concepts Vil: 
Children’s Units Vill: Glossaries 


Edited by Charles E. Goshen, M.D. 


Under a grant from the U. S. Public Health Service, the Architec- 
tural Study Project has made a four-year study of the design, furnish- 
ing and equipping of psychiatric treatment centers. These studies 
have included state and private mental hospitals, day hospitals, 
children’s units, psychiatric units of general hospitals, and hospitals 
for the mentally retarded. 


The information collected, some of which has been presented in 
Mental Hospitals and at A.P.A. Design Clinics, is now available in 
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Before the fact... closed-ward management 

















After the fact...rehabilitation 


SPARINE quickly controls the excitement and hostility of acute and 

chronic psychoses. As a practical adjunct to formal psychiatric 

measures, SPARINE simplifies care, facilitates accessibility, speeds 
social rehabilitation. 


SPARINE gives prompt control by intravenous injection and effective maintenance 
by the intramuscular or oral route. It is well tolerated in all three methods of 
administration. 


Comprehensive literature supplied on request 


Sparine =@ 


HYDROCHLORIDE Philadelphia 1, Pa. 


Promazine Hydrochloride 














INJECTION TABLETS SYRUP 








EQUANIL® 

Meprobamote, Wyeth 
PHENERGAN® HCI 

Promethazine HCI, Wyeth 
SPARINE HCI 

Promazine HCI, Wyeth 


A Wyeth normotropic 
drug for nearly every 
patient under stress 
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Kalamazoo State Hosp., Kalamazoo 
PATTERSON, JACK L., Personnel Officer, 
Northville State Hosp., Northville 
PEARSON, CHARLES S., Bus. Exec., 
Lapeer St. Home and Tr. School, Lapeer 
PETERS, R. A., Bus. Exec., 

Fort Custer State Home, Augusta 
SATERSMOEN, DR. T., Actg. Asst. Supt., 
State Hospital, Pontiac 

SATERSMOEN, DR. VERONICA, 


Pontiac St. Hosp., Pontiac 
SOMMERNESS, DR. M. D., Med. Supt., 
Traverse City St. Hosp., Traverse City 
STEHMAN, DR. V. A., Deputy Dir., 
Dept. of Mental Health, Lansing 
THOMPSON, DR. T. W., Med. Supt., 
Newberry State Hosp., Newberry 


MINNESOTA 


CAMERON, DR. DALE C., Med. Dir., 
Div. Med. Svces., Dept. of Public Welfare, 
St. Paul 

GRIMES, DR. B. P., Supt., 

State Hospital, St. Peter 

HAWKINS, KENT T., Bus. Mgr., 

State Hospital, St. Peter 

KARLINS, MRS. MIRIAM, 

Volunteer Serv. Coordinator 

Dept. of Pub. Welfare, St. Paul 
KJENAAS, MRS. NANCY K., 

Mental Health Consult., 

Dept. of Pub. Welfare, St. Paul 
KOZBERG, DR. OSCAR, Clinical Dir., 
State Hospital, Moose Lake 

KRAFVE, MELVILLE E., 

Dir. Admin. Svces., 

State School & Hospital, Faribault 

MAY, DR. ROBERT B., Clin. Dir., 
State Hosp., Fergus Falls 

PETERSON, CONRAD W., 

Institutions Supervisor, 

Dept. of Public Welfare, St. Paul 

ROME, DR. HOWARD P., 

Mayo Clinic, Rochester 

SHEELEY, DR. W. F., Chief, Psy. Svce., 
Minneapolis General Hospital, Minneapolis 
SOLIEN, JOSEPH W., Bus. Mgr., 

State Hospital, Willmar 


MISSISSIPPI 


HEAD, DR. JOHN J., Clin. Dir., 

Miss. State Hospital, Whitfield 
HUDSPETH, SETH, Exec. Secy., 

Board of Trustees of Ment. Institutions 
Jackson 

JAQUITH, DR. WM. L., Dir., 

Miss. State Hospital, Whitfield 


MISSOURI 


BARONE, DR. PAUL L., Med. Supt., 
State Hospital # 3, Nevada 

BAUR, DR. ALFRED K., Supt. 

State Hospital # 1, Fulton 

BELINSON, DR. LOUIS, Asst. Dir., 
Div. of Mental Diseases, Jefferson City 
BERRY, EVELYN, Dir. of Volunteers, 
State Hospital # 1, Fulton 

BIALICK, DR. IRVING, Psychologist, 
VA Hospital, Kansas City 
BRACKNEY, MRS. HARRIET W., 
Admin. Asst., 

Neurological Hospital, Kansas City 
BUSCH, DR. ANTHONY K., Clinical Dir., 
State Hospital, St. Louis 

DUNCAN, DR. RALPH E., Med. Dir., 
Ralph Clinic, Kansas City 

EVANS, PERRY, R.N., Dir. of Nursing, 
State Hospital # 3, Nevada 

FLYNN, DR. THOMAS J., Staff Psych., 
Glenwood Clinics, Webster Groves 
GIBSON, STEPHEN D.., Bus. Mgr., 
State Hospital # 3, Nevada 

KOHLER, DR. LOUIS H., Med. Supt., 
State Hospital, St. Louis 

MARIE, SISTER JEANNE, R.N., 

St. Mary’s Hospital, St. Louis 
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McCALLUM, MR. ANGUS, A.LA., 

Kivette, Myers & McCallum Architects and 
Engineers, Kansas City 

MORRIS, DR. EARL, Clinical Dir., 

State Hospital # 3, Nevada 

NELSON, MARTINA, R.N., Dir. of Nsg., 
State Hospital #1, Fulton 

OFFLER, DR. W., Dir., Prof. Serv., 

VA Hospital, Jefferson Barracks 

OLSON, DR. WM. E., Chief, Psych. Serv., 
VA Hospital, Kansas City 

OZARIN, DR. LUCY D., 

Dept. H.E.W., U.S.P.H.S., Kansas City 
PAULISSA, SISTER M., R.N., 

St. Mary’s Hospital, Kansas City 
PRIDEAUX, GERALD G., 

State Hospital # 3, Nevada 

ROBINSON, DR. G. WILSE, Med. Dir., 
Neurological Hospital, Kansas City 
SEAMAN, ROBERT, Bus. Manager, 

State Hospital # 1, Fulton 

SMITH, FRANCIS, MR., Chairman, 

Mo. Mental Health Commission, St. Joseph 
WALKER, C. H., Dir., Recreation & Music, 
State Hospital # 3, Nevada 


NEBRASKA 


GRAY, DR. RICHARD W., Asst. Supt., 
State Hospital, Lincoln 

GYSIN, DR. WALTER M., Clin. Dir., 
State Hospital, Nurfolk 

HOOK, MARJORIE J., R.N., Ed.D., 
Nebraska Psychiatric Institute, Omaha 
KRUSH, DR. T. P., Clin Dir., Commun. 
Serv., 

Nebraska Psychiatric Institute, Omaha 
MAJKA, DR. FRANK A., 

VA Hospital, Omaha 

MARTIN, DR. HAROLD, Clin. Dir., 
Adult In-patient Service, 

Nebraska Psychiatric Institute, Omaha 
MESNER, DELBERT C., Bus. Mgr., 
Nebraska Psychiatric Institute, Omaha 
SCHAEFER, MR. IRVING T., 

Rehab. Counselor, 

Nebraska Psychiatric Institute, Omaha 
SHOEMAKER, MRS. RUTH, R.N., 
Dir. of Nursing, 

State Hospital, Ingleside 

WITTSON, DR. CECIL, Dir., 
Nebraska Psychiatric Institute, Omaha 


NEVADA 


TILLIM, DR. SIDNEY J., Supt., 
Nevada State Hospital, Reno 


NEW HAMPSHIRE 


HOLT, DR. EARL K., Supt., 
N. H. State Hospital, Concord 


NEW JERSEY 


BRUNT, DR. HARRY H., JR., Med. Dir., 
N. J. St. Hosp., Hammonton 
CHORLTON, MR. R. J., Architect, 
Chorlton-Martin, Princeton, N. J. 
CRANDELL, DR. ARCHIE, Supt., 

N. J. State Hospital, Greystone Park 
ESCARTE, DR. DEOGRACIAS, 

Camden County Psych. Hospital, Lakeland 
GARBER, DR. ROBERT S., Med. Dir., 
Carrier Clinic, Belle Mead 

GORDON, DR. J. BERKLEY, Med. Dir., 
N. J. State Hospital, Marlboro 

KENNEDY, MAY M., R.N., 

Dir. Nursg. Service, 

Fair Oaks, Inc., Summit 


MAGEE, DR. HAROLD S., Supt., 
N. J. State Hospital, Trenton 
MARUCA, DR. GIACINTO, 


FREEMAN, DR. JOHN G., Asst. Supt., 
State Hospital, Jamestown 


Camden County Psych. Hospital, Lakeland OHIO 


MENDRES, MRS. E., R.N., Night Superv., 
Fair Oaks, Inc., Summit 

MOORE, DR. E. CALVIN, Asst. Med. Dir., 
N. J. Neuro-Psych. Institute, Princeton 
NEAL, JOHN T., JR., Bus. Mgr., 

N. J. State Hospital, Greystone Park 


NEW MEXICO 


STILLINGER, DR. C. G., Supt., 
New Mexico State Hospital, Las Vegas 


NEW YORK 


BECKENSTEIN, DR. NATHAN, Dir., 
Brooklyn State Hosp., Brooklyn 
BERGMAN, DR. MURRAY, Asst. Dir., 


. Newark St. School, Newark 


BOUDREAU, DR. EUGENE N., Med. Dir., 
Twin Elms, Syracuse 

COHEN, SAMUEL, Sr. Bus. Officer, 
Harlem Valley St. Hosp., Wingdale 
DAVIES, AUSTIN M., Exec. Asst., 
American Psychiatric Association, New York 
DORAN, MR. DANIEL J., 

Asst. to Commissioner, 

St. Dept. of Mental Hygiene, Albany 
HAARSTICK, IRENE C., R.N., 

Chief, Nursg. Serv., VA Hospital, Northport 
HUNT, DR. ROBERT C., Dir., 

Hudson River St. Hosp., Poughkeepsie 
LEWIS, MISS GARLAND K., R.N., Dir., 
Seminar Proj. for teaching Psy. Aides, 
Nat'l. League for Nursing, New York 
LOPEZ, DR. LOUIS V., Mgr., 

VA Hospital, Canandaigua 

MACKIN, MARY, Dir. of Vol. Services, 
Nat'l. Assoc. for Mental Health, N. Y. C. 
MILLMAN, HERMAN, Acct. Exec., 
Victor Kramer Co., Inc., New York 
NEUMANN, DR. T. W., JR., 

Physician In Charge, 

Falkirk in the Ramapos, Central Valley 
O'CONNELL, CHARLES P., Bus. Officer, 
Middletown State Hosp., Middletown 
O'DONNELL, DR. LEO P., Dir., 

Harlem Valley St. Hosp., Wingdale 
O'NEILL, DR. FRANCIS J., Senior Dir., 
Central Islip St. Hosp., Central Islip 
REED, DR. LOUIS F., Assoc. Prof., 
Sloane Inst. of Hosp. Admin., Cornell Univ., 
Ithaca 

SCHILLINGER, ARNOLD A., M_D., 
Manager, VA Hospital, Northport 
STEVENSON, DR. GEORGE S., 
Consultant, N.A.M.H., New York 
STRUEBEN, ETHEL, R.N., 

Asst. Exec. Sec., 

Am. Nurses Assn., New York 

SUMMERS, THOMAS, Exec. V.P., 

Victor Kramer Co., Inc., New York 
UNWIN, FLORANCE R., R.N., 
Principal, School of Nursing 

Brooklyn St. Hosp., Brooklyn 

YAHR, DR. MELVIN D., 

Neurological Institute, New York 


NORTH CAROLINA 


HARGROVE, DR. EUGENE A., Gen. Supt., 
N. C. Hospital Bd. of Control, Raleigh 


NORTH DAKOTA 


BYRNE, LYNN, Adm. Asst., 
State Hospital, Jamestown 


ANDERSON, DR. R. C., Acting Comnr., 
Division of Mental Hygiene, Columbus 
DEAN, R. K., Asst. Dir., 

Dept. Mental Hygiene & Correction, 
Columbus 

DILLON, DR. LOWELL ©., Supt., 

State Hospital, Columbus 

HAINES, DR. R. A., Dir., 

Dept. Mental Hygiene & Correction, 
Columbus 

HINKO, DR. EDWARD N., Dir., 
Cleveland Psych. Institute & Hospital, 
Cleveland 

LATTA, DR. JOHN D., 

State Hospital, Lima 

MILLER, EVELYN A., Dir. of Vol. Act., 
VA Hospital, Chillicothe 

RISTINE, DR. L. P., Asso. Prof., 
Columbus Psychiatric Inst. and Hospital, 
Columbus 

WELLS, MRS. MARION S., Exec. Dir., 
Ohio Mental Health Assn., Inc., Columbus 
ZUBER, F. JACK, Hosp. Administrator, 
State Hospital, Columbus 


OKLAHOMA 


BYRNE, JOHN L., Admin., 

Children’s Med. Center, Tulsa 
DONAHUE, DR. HAYDEN H., Dir., 
Dept. of Mental Health, Oklahoma City 
DUGGER, MRS. JEWELLE, Bus. Mgr., 
Eastern State Hospital, Vinita 
EDWARDS, DR. RHEBA, L., Supt., 
Western State Hospital, Ft. Supply 
ELAM, PAUL J., Chief Engineer, 
Eastern State Hospital, Vinita 

HALL, MRS. DOROTHY, R.N., 
Director of Nursing 

Eastern State Hospital, Vinita 

HENRY, DR. E. P., Med. Supt., 

State Hospital, Taft 

KLEINSCHMIDT, DR. G. W., Clinical Dir. 
Eastern State Hospital, Vinita 

LEE, ROBERT E., Bus. Mgr., 

State Hospital, Taft 

LITTLE, MRS. B. F., Coord. of Vols., 
Western State Hospital, Fort Supply 
SCRUGGS, MRS. ANNA T., Supt., 

State School, Enid 

SCRUGGS, WM. F., Bus. Mgr., 

State School, Enid 

STOLTENBERG, MRS. RUTH, RN. 
Dir. Nursg., Western State Hospital, 
Fort Supply 

THOMPSON, WARREN A., Bus. Mgr., 
Western State Hospital, Fort Supply 


OREGON 


BROOKS, DR. DEAN K., Supt., 
State Hospital, Salem 

COE, HENRY W., Admin., 
Morningside Hospital, Portland 
GUISS, DR. RUSSELL, Supt., 

F. H. Dammasch State Hospital 

NEY, MISS HELEN C., R.N., 

Dir., Nrsg. Ed., 

Morningside Hospital, Portland 
PARKER, ALLEN H., PH_D., 

Clin. Psychol., Morningside Hospital, 
Portland 

SILK, DR. EMANUEL L, 

Eastern Oregon State Hospital, Pendleton 











PENNSYLVANIA 


BELCHER, DONALD W., Supervisor, 
Smith, Kline & French Labs., Philadelphia 
BOLLING, CHARLES L., Prod. Mgr., 
Smith, Kline & French Labs., Philadelphia 
BUTLER, DR. CLAUDE H., Supt., 
Retreat State Hospital, Lunlock Creek 
CAMP, DR. WILLIAM P., Asst. Supt., 
State Hospital, Norristown 

CAPPARELL, DR. H. V., Asst. Prof. Psy., 
Western Psychiatric Institute, Pittsburgh 
CHESTON, G. FRAZIER, Dir., 

Hosp. Serv., Smith, Kline & French Labs., 
Philadelphia 

CLARK, DR. GERALD R., Supt., 

State Hospital, Somerset 

DAUGHERTY, MARGARET, R.N., 

Dir. of Nursing, 

Western Psychiatric Institute, Pittsburgh 
DAVIS, DR. JOHN E., 

Commissioner of Mental Health, 

Dept. of Public Welfare, Harrisburg 
DORSEY, HARRY N., Admin., 

Western Psychiatric Institute, Pittsburgh 
DOWNEY, DR. R. F., Supt., 

State Hospital, Mayview 

DUNLAP, BRUCE, Dir., 

Construction & Maintenance, 

Dept. of Welfare, Harrisburg 

EDGAR, HELEN M., R.N., Dir. of Nursg., 
State Hospital, Philadelphia 

FROST, EDWARD E., Med. Liaison, 
Smith, Kline & French Labs., Philadelphia 
GOLDBERG, MRS. ENID, Asst. Prof., 
Psych. Nursg., Western Psych. Institute & 
Clinic, Pittsburgh 

HARRIS, DR. JAMES B., Clinical Dir., 
Phila. General Hospital, Philadelphia 
JEPSON, JOEL B., Public Relations, 
Smith, Kline & French Labs., Philadelphia 
KANTOR, DR. LESTER J., Mgr., 

VA Hospital, Lebanon 

MENTZER, DR. JOHN H., Clinical Dir., 
State Hospital, Harrisburg 

OSBORN, F. H., Jr., Exec. Secy., 

Smith, Kline & French Foundation, 
Philadelphia 

SIELKE, DR. EUGENE L., Supt., 

State Hospital, Philadelphia 

SEITZ, MRS. IRENE Z., Ment. Health Ed. 
Unit., Smith, Kline & French Labs., 
Philadelphia 

STONE, MARK L., Health Ed. Unit, 
Smith, Kline & French Labs., Philadelphia 
WEIMER, DR. ROBERT E., Supt., 

State Hospital, Hollidaysburg 
WOLFORD, DR. JACK A., Assoc. Prof. 
Psy., Western Psychiatric Institute, 
Pittsburgh 


RHODE ISLAND 


BEHRENDT, DR. VERA M., Asst. Supt., 
St. Hosp. for Mental Diseases, Howard 


SOUTH CAROLINA 


BECKMAN, DR. WILLIAM P., Dir., 
§.C. Mental Health Commission, Columbia 
BOATWRIGHT, DR. P. J., 

S.C. State Hospital, Columbia 
BRAMLETTE, DR. C. A., Consultant, 
S.C. Mental Health Commission, Columbia 
BUCHANAN, GEORGE A., Chairman, 
S.C. Mental Health Commission, Columbia 
BURN, DR. EDWARD M.., 

S.C. State Hospital, Columbia 





HALL, DR. WILLIAM S., Supt., 

S.C. State Hospital, Columbia 

HUDSON, EDITH L., Dir. Vol. Services, 
S.C. State Hospital, Columbia 


SOUTH DAKOTA 


CORWIN, J. WILSON, Asst. Mgr., 

VA Hospital, Fort Meade 

DUNN, FLORENCE, Admin., 

Mental Health Sec., Dept. of Health, Pierre 


TENNESSEE 


BELCHER, DR. CHARLES H., 

VA Hospital, Murfreesboro 

COOPER, NEIL, Bus. Admin., 

Eastern State Hospital, Knoxville 
HOLCOMB, MARY LOUISE, R.N., 

Asst. Dir. Nrsg., Eastern State Hospital, 
Knoxville 

HURST, LEILA, R.N., Dir. Nursing Ed., 
Eastern State Hospital, Knoxville 
KELLER, JANE, R.N., Dir. of Nursing, 
Eastern State Hospital, Knoxville 

LEVY, DR. EDWIN M., Supt., 

Western State Hospital, Bolivar 
MITCHELL, W. M., Admin. Asst., 
Western State Hospital, Bolivar 
PETERSON, DR. B. F., Supt., 

Eastern State Hospital, Knoxville 
WATSON, DR. ASA C., Asst. Supt., 
Western State Hospital, Bolivar 


TEXAS 


CASTNER, DR. CHARLES W., Supt., 
State Hospital, Rusk 

CONTE, DR. WM. R., Assoc. Prof., 

S.W. Med. School, Univ. of Texas, Dallas 
HERZIG, ALICE, R.N., 

Mental Health Consult., USPHS, Dallas 
LAMB, JOSEPHINE T., R.N., 

Supv. Psych. Nursg., Bd. for Tex. St. Hosp. 
& Spec. Schools, Austin 

ROBERTS, NORMAN B., Bus. Mgr., 
State Hospital, Wichita Falls 

YEAGER, DR. BEN G., Supt., 

State Hospital, Wichita Falls 


UTAH 


FECHNER, DR. A. H., Mgr., 

VA Hospital, Salt Lake City 

WIEMERS, DR. EUGENE LEE, Asst. Supt., 
Utah State Hospital, Provo 


VERMONT 


TOMPKINS, DR. J. BUTLER, Supt., 
Brattleboro Retreat, Brattleboro 


VIRGINIA 


ASHBURY, DR. HOWARD H., Clin. Dir., 
Western State Hospital, Staunton 
BARRETT, DR. JOSEPH E., Supt., 
Eastern State Hospital, Williamsburg 
BLALOCK, DR. JOSEPH J., Supt., 
Southwestern State Hospital, Marion 
CAVEY, MARGARET LIL. R.N., Nurs. Supv., 
Dept. of Mental Hygiene & Hosp., 
Richmond 

CORR, BERTHA M., R.N., Supt. of Nurses, 
Lynchburg Trng. School & Hospital, Colony 
COX, P. R., Dir., Adm. Services, 
Southwestern State Hospital, Marion 
DAVIS, DR. HIRAM W., Commissioner, 
Dept. of Mental Hygiene & Hosp., 
Richmond 

FOSTER, DR. MERRITT W., 

Medical College of Va., Richmond 


FUNKHOUSER, DR. J. B., Asst. to Commr., 
Dept. of Mental Hygiene & Hosp., 
Richmond 

HANLON, JULIAN G., Psy. Soc. Wk. 
Consultant, USPHS, Charlottesville 
HARRIS, ALICE H., R.N., 

Eastern State Hospital, Williamsburg 
HAUSER, DR. WALTER A., Clin. Dir., 
Central State Hospital, Petersburg 
KIBBE, DR. MILTON H.., Clin. Dir., 
Lynchburg Trng. School & Hosp., Colony 
LEE, ARVE, Dir., Administration Svce., 
Lynchburg Tr. School & Hospital, Colony 
MERKER, DR. FRANK E., Dir., Prof. Serv., 
VA Hospital, Roanoke 

NAGLER, DR. BENEDICT, Supt., 
Lynchburg Trng. School & Hosp., Colony 
OGDEN, DR. J. KENWORTHY, Act. Supt. 
Central State Hospital, Petersburg 
PRICHARD, DR. W. L, Supt., 

New Petersburg Trng. School, Richmond 
SAMPLES, MRS. GRACE, R.N., 

Supt. of Nurses, DeJarnette Sanatorium 
Staunton 

STONE, DR. G. EDMUND, Supt., 
DeJarnette Sanatorium, Staunton 


WASHINGTON 


BROWN, DR. ROBERT W., Clin. Dir., 
Western St. Hospital, Ft. Steilacoom 
GRAVES, HELEN, R.N., Dir., 

Nursg. Service & Nursg. Ed., 

Pinel Foundation, Seattle 
SANDRITTER, DR. G. LEE, Supt., 
Eastern St. Hospital, Medical Lake 


WEST VIRGINIA 
CHAMBERLAIN, G. E., JR., Bus. Mgr. 
State Hospital, Lakin 
CLARK, MRS. THIRZA F., 
Pers. Officer, State Hospital, Lakin 
LILLY, DR. RICHARD J., Supt., 
Western State Hospital, Weston 
MITCHELL-BATEMAN, DR MILDRED. 
Supt., State Hospital, Lakin 
OWEN, DR. THELMA V., Psy. Director, 
Owen Clinic Institute, Huntington 
PARKER, DR. JOSEPH M., Supt., 
State Hospital, Barboursville 
ROSSMAN, DR. W. B., Commr., 
Dept. of Mental Health, Charleston 


WISCONSIN 
GANSER, DR. L. J., Supt., 
Wisc. Diagnostic Center, Madison 
GRAHAM, CLARENCE T., Asst. Dir., 
Div. of Mental Hygiene, Madison 
LANDIS, DR. CHARLES W., 
Dir. of Mental Health, Milwaukee County 
Inst. & Dept., Milwaukee 
PETERSON, DR. E. P., 
State Hospital, Mendota 
PRIMAKOW, DR. MAX J., 
Act. Chief, P & N Serv., VA Center, Wood 
SHAUT, ADLITH H., 
Supv. Co. Hosp. Svces., 
Div. of Mental Hygiene, Madison 


WYOMING 
BRUNY, THOMAS W., Bus. Mgr., 
Wyoming State Hospital, Evanston 
POST, DR. EDWARD S., Mgr., 
VA Hospital, Sheridan 
WHALEN, DR. J. F., Supt., 
Wyoming State Hospital, Evanston 
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BREAK DOWN HIS RESISTANCE 
T0 PSYCHOTHERAPY 


Denial and defensive attitudes block contact with the alcoholic patient. Parenteral Ritalin renders 
him more accessible to psychotherapy by promoting verbalization of repressed and subconscious 
material. 

In a recent study of 9 alcoholic patients,! Ritalin produced “‘a sustained decrease of psychic resist- 
ance.” After the Ritalin interviews “all patients became significantly more involved in therapy.... 
Two of the patients ...for whom intensive individual therapy was available, moved rapidly toward 
new insights with remarkable emotional participation.” 

DOSAGE: 10 to 20 mg. intramuscularly, 10 to 15 minutes before interview. 

SUPPLIED: Ritalin Parenteral Solution: Multiple-dose Vials, 10 ml., each vial containing 100 mg. Ritalin 
hydrochloride and 100 mg. lactose in lyophilized form, accompanied by a 10-ml. vial of sterile solvent. 

ALSO AVAILABLE: Ritalin Tablets, 5 (yellow), 10 (blue) and 20 mg. (peach-colored). 

Reference: 1. Hartert, D., and Browne-Mayers, A. N.: J. A. M. A. 166 :1982 (April 19) 1958. 


RITALIN ® hydrochloride (methylphenidate hydrochloride CIBA) 


CIBA parenteral Ritalin 


SUMMIT, N. J. 


2619MK 





RATED FIRST 
FOR TRANQUILIZING EFFECT" 


IN HOSPITALIZED PSYCHIATRIC PATIENTS, Miltown has demonstrated great 
usefulness in relieving anxiety and tension.’ 

In tranquilizing effect Miltown has been found superior to phenothiazine 
derivatives and Rauwolfia products.’ However, its anti-psychotic effect is less 
pronounced than that of the other drugs." 

On the other hand, combined with an effective anti-psychotic preparation, 
Miltown becomes “extremely valuable in alleviating the overactivity, tension, 
excitement and anxiety of the psychotic.” ! 

An added advantage of Miltown is relaxation of skeletal muscle, not 
obtained with most other tranquilizers. 


References: 1. Barsa, J. A.: Am. J. Psychiat. 115:79, July 1958. 2. Graffagnine, P. N., Friel, P. B. and Zeller, W. W.: 
Connecticut M. J. 21:1047, Dec. 1957. 3. Hollister, L. E., Elkins, H., Hiler, E. G. and St. Pierre, R.: Ann. New York 
Acad. Sc. 67:789, May 9, 1957. 4. Pennington, V. M.: Am. J. Psychiat. 114:257, Sept. 1957. 5. Tucker, K. and 
Wilensky, H.: Am. J. Psychiat. 113:698, Feb. 1957. 


Available in 400 mg. scored and 200 mg. & ® 
sugar-coated tablets. Also available as nN 
MEPROSPAN* (200 mg. meprobamate ] WW 
continuous release capsules). ’ Ark 


meprobamate (Wallace) 


i) WALLACE LABORATORIES, 
New Brunswick, N. J. 








